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ABSTRACT 
A descriptive study  was  aimed t o assess  the p erception and acceptance 
of t reat ment  for impaired fert ility among males  att ending Infert ility  Clinic at 
IOG, Chennai-8.  Fert ility has  been one of men’s  des ired attributes  s ince t he 
beginning of recorded history and st ill remains  a driving need for young 
couples  t oday. T he cases  of infertility  can be extremely simp le or very 
complex.. Men are directly  respons ible for about 30-40% of infertility. One of 
the most  difficult  aspects  of primary  infert ility t reat ment  for t he couple is  to 
decide when to stop. Because infert ility t reat ment  processes  oft en involves 
rep eat ed t herapies  and creates  further st ress and disappoint ment . T he aim of 
the st udy  is  to assess  t he p erception and acceptance of treat ment  for imp aired 
fertility  by  infertile men and to associate t hem wit h select ed demographic 
variables. Quant itat ive descriptive approach des ign was used. T he st udy was 
conducted in the Infertility Clinic at  the Inst itut e of Obst etrics  and 
Gynaecology , Hosp ital for Women and Children, Chennai-8. 150 men were 
select ed as  the study subjects by convenient sampling. T he t ool used for t he 
st udy was  Rat ing Scale and Structured Quest ionnaire. This  st udy  assessed t he 
percept ions and acceptance of t reat ment  towards  the male infert ility. There 
was  a pos it ive moderat e relationship (P<0.05) between percept ion and 
acceptance of t reat ment  by infert ile men. The study concluded that  majority 
of the men p erceived moderat e level of perception but  are irregular in 
accepting the treatment towards  the infertility. 
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CHAPTER –  I 
1 .INTRODUCTION 
The bas ic funct ion of t he living organism is its  capacity to reproduce 
its  own kind. Fert ility has  been one of men’s  des ired attributes  s ince t he 
beginning of recorded history and st ill remains  a driving need for young 
couples  today.  
Osler, W., (1991) st at ed that  human beings  have two bas ic des ires  “to 
get ” and “to be got ”. To have one’s  own family  is  a universal dream. This 
dream is  more longed for by t he infert ile couple. Infert ility problem can cause 
pain and difficult  emotions . More recent ly Enrich and M cGrat h have 
described infert ility as  “chronic sorrow”. 
Infertility is  a serious medical concern that affects quality of life and is 
a problem for about  10% of the reproduct ive age p opulation (American 
Society  of Reproduct ive Medicine ASRM 2002). Infert ility  imp lies 
subfert ility, a prolonged t ime to conceive, as opposed t o st erility which means 
inability t o conceive. Normally a fert ile couple has  approximat ely 20% 
chance of conception in each ovulatory cycle. 
But  failing t o become parents , to go through the cy cle of life t hat  most 
of us  assume will be automat ic, can have devast ating consequences  for both 
the adults  involved. To find t hat  the life we exp ect ed to have, and t he way in 
which it would evolve has  been t aken away  is  emot ionally  fraught. It  can test 
the love and devotion of any couple when they face wit h the stark reality t hat 
their happy union will not result  in another life and t hat it  might  be rest rict ed 
to just  two of t hem rather than blossoming int o a larger family. 
The p revalence of infert ility  is  relat ively  stable among t he over-all 
population but increases wit h the age of women p art icularly in those older 
than 40 y ears  (Stench ever, et a l., 2001).  Diagnos is  and t reat ment  of 
infert ility  require considering phys ical,  emot ional and financial investment 
over an ext ended period. Men and women oft en p erceive infertility 
different ly, with women having more stress  from t ests  and treat ments, p lay 
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great er import ance in having children, accept ing more of indicat ed t reat ments 
and wanting children more than men.  
When couples  fail to conceive, the att ent ion and support is  invariably 
focused on t he women. T he greatest  loss  is  assumed t o be felt  by  the women 
who will never be able t o carry  a baby  and give birth as  she hoped. T here is 
no doubt t hat  the emot ions att ached to mot herhood are unique and it  would be 
churlish t o deny  that men and women react  differently  to both the prosp ects 
and t he reality of having a child.     
Generally, worldwide it  is  estimat ed that  one in seven couples  have 
problems  in conceiving, with t he incidence s imilar in most countries, 
independent  of the level of the country’s  development . 
Male infertility refers  to the inability  of a male to achieve a pregnancy 
in a fert ile female. In human it  accounts for 40-50% of infert ility. Male 
infert ility  is  commonly  due to deficiencies  in t he semen and semen quality is 
used as  a surrogate measure of male fecundity. 
Health care providers  can help couples  wit h infertility by des igning 
supportive services  and offering psychological counselling. Interventions  t hat 
provide educat ional informat ion and t each new skills may produce posit ive 
changes  than int ervent ions  which are focused solely on counselling and 
express ion of feelings  (Bovine, 2003).  
The cases  of infert ility can be extremely s imple or very comp lex. 
Conception depends  on the fert ility  potent ial of bot h the male and female 
partners.  M en are direct ly  respons ible for about  30-40%, the factors  are 
defect ive sp ermatogenes is, obstruction of the efferent duct system, failure to 
depos it  sp erm high in the vagina, errors  in t he seminal fluid, genet ic and 
endocrine fact ors . 
There is  no longer any  disagreement  that  infertility is  a distressing 
exp erience. Between 1970 and 2000, t he world population exp erienced a 
major and unprecedented reduction of fert ility levels , driven most ly by t he 
decline in fertility in develop ing countries  dropped from over 5.9 children per 
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woman in the 1970’s  t o about  3.9 children p er woman in the 1990’s.  T he 
median fert ility  reduct ion in developing count ries  between the 1970’s  and t he 
1990’s was  of the order of 1.8 children per woman and a quarter of all 
developing countries  appear to have achieved reduct ions  of 2.6 children per 
woman or more. 
One of the most difficult aspects  of primary infertility treatment for t he 
couple is t o decide when t o stop. Because infert ility t reat ment  process oft en 
involves  rep eat ed therap ies  and creat es  furt her stress  and disappointment  and 
finally  the coup le are obliged to share intimat e endings  of sexual behavior. 
The range of t reat ment  is  available which means  that  if one treat ment  fails, 
then another area can be tried, t herefore it  can result  in endless  cy cle of 
treat ments  with dis illusionment and desp air at t he end of it .  Many coup les are 
prevented by t he idea that  every  that  next  treat ment  may be successful and 
make the decision t o either remains  childless  or supply  for adoption 
alt ernat ively (Myles).  
    Infertility  can have profound effects  on sexual relat ionships. Frequent 
sources  of stress  are t he money  procedures  involved in infert ility workup  and 
the need to engage in sexual int ercourse on schedule and the repeat ed cycle of 
rais ing hopes  followed by disappoint ment . 
Irresp ective of who the infert ile person, it  is  the woman who usually 
init iates  the first  contact  with t he phys ician. Couples  with p rimary  infertility 
are usually  more int erest ed in treat ment  than those of with secondary over a 
long period. Treat ment  somet imes cont inues  over a longer period, for 
examp le, women sought allopat hic treatment for 25 years  and some cont inue 
to rely on rituals or religious  practices  for over 30 years. 
Because infertility  is  essent ially  a shared exp erience, examining 
couples  from a family system’s  perspective can increase the knowledge of t he 
emot ional comp lexity of infert ility  and enable nurses  to develop interventions 
that foster communication and underst anding between t he couple. 
Infertility can lead feelings  of loneliness  and isolation and can creat e a 
great  st rain in the marit al relationship. Nurses need to understand 
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their feelings  and the st ress  so that  they  can bett er int ervene in t he case of 
their pat ients  and help t hem to cope with their infertility. 
Ident ify ing t reatment seeking behaviour helps in educating the infert ile 
men t o go for proper treat ment  procedure, which ult imately  results  in 
effect ive treat ment  out come. Advances  in science have come certainly, 
especially  in the field of obstet rics. Infert ility is  no more the objectionable 
word in society. T he fert ility of men is also no longer much of a concern now 
a day  with advanced t echnology : it  is  now poss ible to reproduce by means  of 
ass ist ed reproduct ive t echnology . 
There are many reasons , among which some are unknown in the case of 
infert ility. In emot ionally charged times  guilt and anger boil up and it t akes  a 
great  deal of strengt h and courage t o rise above these destructive feelings . 
1 .1   NEED FOR THE STUDY 
Infertility is a major life crisis for any couple or individual. Infertility and its 
treatment are extremely stressful, causing serious psychological reactions such as 
anxiety, depression, social isolation, sexual problems, marital discord and feelings of 
unworthiness. In turn, these reactions will negatively influence an individual’s 
personal, interpersonal, social and occupational functioning. 
Nevertheless, it  is  believed t hat  at  least  50% of infertility  is  caused by 
male fact ors , such as  deficiencies  in sperm product ion and blockages  in t he 
sperm delivery system. Specifically, st at ist ics show that  33% of problems  can 
be traced directly  to male fertility, 33% to pure female-fact or infert ility and 
33% to a combinat ion of male- and female-factor infert ility. However, 
historically  more attention has been focused on treating female infert ility than 
male factor problems. One reason for t his  is  the number of sp ecialists  t hat 
practice reproductive medicine. The American Society of Reproduct ive 
Medicine (ASRM) reported that in 2007, 65% of its  membership const itut ed 
of obstet ricians  and gy necologists,  whereas  less  than 10% were urologists  or 
andrologists.  Typically, male infertility treat ment  has  been circumvent ed 
rat her t han t reated directly. Examp les  would include using donor sperm with 
inseminat ion, or combining Intracytoplasmic Sp erm Injection with 
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Invit ro fert ilizat ion, for which only one living sp erm is  required p er egg. 
The psychological lit erature has  p aralleled this  patt ern of ignoring 
male- relat ed issues and has focused more on t he emot ional squeals of 
women’s  responses  t o infertility. This  is  part ly due to the fact  that  women are 
perceived t o exp erience greater losses  (such as  gest at ion, birt h and breast 
feeding) during infertility t han men. Furthermore, in st ressful treatment 
processes  such as  Invit ro Fert iliz at ion, most  of the difficult  procedures  like 
egg collection and hormonal inject ions  fall on the female. In addition, socio-
biological t heory  proposes  mot hering as  more int egrat ed t o a woman’s 
identity and phys iological needs t han fathering is t o a man’s  identity.       
Assess ing how well a p erson or a coup le is  cop ing with infert ility is  an 
essent ial p art  of the domain of nurs ing, and helping p eople t o cop e with 
emot ional and psychosocial aspects of infert ility. 
WHO estimates that approximately 8% to 10% of couples experience some of  
a infertility problem.  On a worldwide scale, this means more than 50-80 million 
people suffer from infertility. The incidence of infertility in men and women is almost 
identical.  Infertility is exclusively a female problem in 30-40% of cases and male 10-
30% of cases (WHO, 1980).According to reports from infertility clinics, the 
prevalence rate of infertility in Tamilnadu is 10 – 15%. 
Table: 1  Infert ility  st atistics  at  Instit ute of Obst etrics  and Gynaecology, 
Chennai-8. From 2006-2011 
YEAR O LD CAS E NEW CAS E 
2006 6480 1038 
2007 5467 1013 
2008 4208 780 
2009 3977 834 
2010 5300 900 
2011 up to September 4321 765 
The above table reveals  that  there is not  much difference in declining 
the number of new cases  att ending Infert ility Clinic.  
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Although most of the st udy reveals  that male part icipat ion in infertility 
diagnos is and treatment t ends t o be limit ed as infertility is p erceived to be a 
women’s  p roblem, in some cont ext s, husbands  also part icip ate and accept 
treat ment is  required. 
During t he clinical exp osure, t he researcher came t o access  many 
infert ile couple who are facing one or more of the emot ional problems . This 
mot ivat ed the researcher to assess t he perceptions  and acceptance of treatment 
by  infertile men in order to capture complex human behavior of primary 
infert ile men. 
1 .2  STATEMENT OF THE PROBLEM 
Assess t he percept ion and acceptance of t reat ment  for imp aired fertility 
among males  att ending Infert ility Clinic at IOG, Chennai-8. 
1 .3   OBJECTIVES  
1) Assess t he perception exp erienced by infertile men. 
2) Assess t he acceptance of t reat ment  by infert ile men. 
3) Find out t he associat ion between percept ions and select ed demographic 
variables. 
4) Find out  the association between acceptance of treat ment  by  infert ile 
men and select ed demographic variables. 
1 .4  HYPOTHESIS   
H1    There will be a significant  associat ion between t he select ed demographic 
variables and perceptions  exp erienced by infertile men. 
H2    T here will be a significant associat ion between select ed demographic 
variables and acceptance of t reat ment  by infert ile men.  
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1 .5   OPERATIONAL DEFINITION 
Impaired  Fertility  
Imp aired fert ility is  defined as  the inability to conceive and carry  a 
pregnancy t o viability aft er at  least one y ear of regular sexual int ercourse 
without  cont raception. 
  Percept ions  
Refers  to t he subjective exp erience of the infert ile men due t o t he 
various  perceived factors  which are expressed verbally  in response t o t he 
rat ing scale prepared. T hey are class ified int o physical,  psychological and 
sociological p erceptions .    
 Physical perceptions  includes  weight  reduct ion, lack of appetit e, 
t ens ion headache etc.   
 Psy chological perceptions  include irrit ability, anger, cry ing spells, 
insomnia et c.   
 Sociological percept ions  includes  lack of family  support ,  hes it ate to 
attend family funct ions, rest rict ed pleasure t rips etc. 
Acceptance o f treatment  
They  are the act ions  which are followed by infertile men.  T he 
acceptance of treatment  included in t he  study are sequential tracking, back 
tracking, t aking a break, gett ing stuck and p aralleling.  
 Sequent ial tracking - in which men exhaust  one option before 
cons idering another rout e to p arenthood.   
 Back tracking - in which men ret ry  a medical regimen wit h a new 
phys ician.    
 T aking a break – A withdraw from the t reat ment .    
 Getting stuck - In a treat ment groove.    
 Paralleling – An attempt to pursue multip le opt ions s imult aneously. 
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1.6  ASSUMPTIONS  
1) All infert ile men exp erience some form of perception. 
2) Infertility leads  to social st igma. 
3) Infertility can threat en men’s identity, st atus  and economic security. 
4) The level of acceptance of treatment exp erienced by  infert ile men 
differs from man to man. 
5) Men may delay  seeking medical advice because of the fear of a final 
definit e diagnosis, emot ional stress , and the phys ical discomfort  of t he 
t est  they  would have to undergo and admitting failure in t he efforts  to 
conceive. 
1 .7   VARIABLES  
 Indep endent variable - Male infertility 
 Dependent variables -   Percept ions and acceptance of t reat ment  
1 .8   DELIMITATIONS  
The study was delimit ed to men who 
 Were suffering from primary infertility 
 Att ending Infertility Clinic at IOG, Chennai-8 from 29.8.11 to 29.911. 
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CHAPTER – II 
2.REVIEW OF LITERATURE 
 “A g reat literature  is  chiefly  the  product o f  inquiring  minds in  revolt 
against the  immovable certainties o f nation”. 
-Mecken H.L. 
A lit erature review involves  the syst emat ic ident ificat ion, locat ion, 
scrut iny  and summary of written mat erials  that  contain informat ion on a 
research problem (Polit  & Hungler, 1999).  
  The review of lit erat ure in t his  chapter has  been present ed fewer than 
four broad headings . 
 Incidence  
 Factors of infert ility. 
 Perceptions  of infertility by infert ile couples . 
 Acceptance of t reat ment  or t reat ment  seeking behavior among infert ile 
couples . 
2 .1   INCIDENCE RELATED TO INFERTILITY 
A community inquiry  was  carried out  by Kumar (2007) in South 
Central of India on prevalence of female infert ility and its socio economic 
factors  in Tribal communit ies. T he prevalence of infertility  of the study 
population was  33(14.2) out  of 232 women. In the Khairwars , infert ility  was 
found among women 23 (17.2) which are s ignificant ly higher t han in non-
Khairwars  (10%). The mean age of infertile women among the Khairwars was 
31.3+or – 8.9 y ears  and 27.5+ or – 9.2years  among non-khairwars. T he 
average durat ion of marriage of infert ile women in t he Khairwars  and non-
khairwars  was  est imat ed as  14.9+ or – 7.7 yrs  and 11.1 + or - 7.9yrs 
resp ectively. He concluded t hat  t he prevalence of infertility is  higher in t he 
Khairwars  compared to non-Khairwars . 
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Infertility  is  the inability  of a coup le to achieve conception or t o bring 
a p regnancy to t erm aft er a year or more regular unprot ect ed intercourse. In 
an article t itled “Is  infertility  a stress  relat ed world problem”,  Dr. Rajeswari 
highlights  the WHO report  of incidence of infert ility (as  cit ed in NNT 2006). 
It  estimat es  t hat  approximately  8-10% couples  exp erience some form of 
infert ility  problems. This  article exp lained that  50-80% million people suffer 
from infert ility and the incidence of infert ility in men and women is almost 
identical.  It  also mentions  that  infert ility  is  exclus ively a female problem 30-
40% and for about 10-30% is  due t o male problems. 
US census bureau (2004) est imat ed the extrapolated prevalence of 
infert ility  of various countries  and regions . In India, t he prevalence of 
infert ility was  23,885,775 among the estimat ed populat ion of 1,065,070,607. 
An  art icle in t he Hindu was  p ublished by  Nandi ta (2002) t hat 
incidence of infert ility  is  about  15-20% in India, 30% of the chances  are t hat 
of it is  due to men,30% of it could be due t o women and somet imes  30% of it 
could be due to both partners. In T amilnadu, 12-15% of present  day couples 
meet  with the problem of infert ility. 
Stench ever et  al ., (2001) reported that  the female factor such as 
ovulatory    or p elvic fact or is  respons ible for infertility  in about  50% of 
infert ile couple (ASRM, 2002).  Male factor (sp erm and semen abnormalit ies) 
is  respons ible for infert ility in about 35% of couples . Unexp lained factors  and 
unusual causes relat ed to both p art ners  are respons ible for 15% of infertility. 
Globally  the incidence of infert ility was  13-18% in human population 
regardless  of race, ethnic group  etc (Thonnen et.al ,).  Among this  67-71% 
have primary and 29-33% of p atients have secondary infert ility problems 
resp ectively. Normally  a fertile couple has  approximat ely  20% chances  of 
concept ion in each ovulatory cycle and infertility affects  about  10-15% of 
reproductive aged couples . (Nelson and Marshall  2004)  
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2 .2   FACTORS RELATED TO INFERTILITY 
Liu Y, Lin H et  al ., (2010) conducted a st udy t o ident ify t he 
associat ion between socio-psycho-behavioral factors  and male semen quality. 
They  took t hirt een socio-psycho-behavioral factors  in 57 cross-sect ional 
st udies  with 29,914 part icip ants  from 26 countries /regions. The results 
showed t hat  smoking can det eriorat e all t he sp erm paramet ers  of bot h fert ile 
and infert ile men, but  it  is  not  risk fact or for semen volume in Switzerland 
and Iran and for sperm dens ity in the Unit ed St ates, Denmark, and Braz il; 
higher age and alcohol consumption are risk factors  for lower semen volume; 
and psychological st ress  can lower sperm dens ity  and sperm p rogress ive 
mot ility and increase abnormal sp erm. T he authors  concluded that  high age, 
smoking, alcohol consumption, and psychological stress  were risk factors  for 
semen quality. T hese results indicated t hat health programs focus ing on 
lifestyle and p sychological health would be helpful for male reproduct ive 
health.  
In Egypt  2010, El-Helaly M, Awadalla  et  al, from Depart ment of 
Public Health and Prevent ive Medicine, Faculty  of Medicine, T he Univers ity 
of Mansoura, conducted a case cont rol st udy  on “ Workplace exposures  and 
male infert ility”. T his  study was  carried out  from January  2008 to February 
2009. 255 infert ile men and 267 fert ile men who are working a cert ain 
occupat ional exp osure to chemical,  physical and psychological workplace 
haz ards  were assessed by self-report quest ionnaire. The results  revealed t hat 
workplace exp osure factors significantly  increased t he risk of male infert ility.  
The author concluded that  this  study  supports  ot her st udies  t hat  raise t he 
attention t o minimiz e t he exp osure t o t he workplace haz ards t hat may affect 
the fert ility of male workers .  
Natali  A, Turek  PJ, (2010) conduct ed a study to t he assessment of 
New Sp erm T ests  for Male infert ility. T he rout ine analysis, although used for 
more t han 50 years, fails t o accurately distinguish between fertile and infert ile 
men. As  a consequence, many  t ests  of sp erm function (T SF) have been 
developed. T his  review discusses  both older and newer diagnost ic T SF. It 
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out lines  the princip les  underly ing each assay and reviews  aggregat e clinical 
dat a to determine its  current  relevance and ut ility. The study concludes t hat 
the relevance of many older T SF is  quest ionable, wit h the wide acceptance of 
int racytoplasmic sperm injection.  
In  Pakistan, Dr.Tobba  Mehrannia ,( 2007), conduct ed a  st udy to 
assess  the effect  of cigarette smoking on semen quality of infert ile men. 200 
infert ile men who had been smoking cigarett e and 130 infert ile nonsmokers’ 
men participat ed in this  study. Seminal volume, sperm concentrat ion, 
mot ility, viability and morphology  were examined.  T he quality of 
spermatozoa obt ained from smokers  was  much lower t han nonsmokers  (P  < 
0.01). T he sperm concentration, viability  and forward progress ion were 
negat ively correlat ed with cigarett e smoking (P  < 0.01). 
Olivia .A & Spira . A (2001), U.K . conduct ed a study on “ contribution 
of environment al factors  to t he risk of male infert ility” wit h t he sample of 225 
male partners. The object ive was  to invest igat e the relat ionships between 
exposure to environmental agents  and seminal charact erist ics  of reproduct ive 
hormones  in t he serum of men exp eriencing conflict  over their feminity  and 
fear associated with reproduct ion. Emot ional factors  may negatively affect 
male infertility. The more obvious  effect  of the emotional st ress  in infertility 
among male is  the occurrence of impot ence. Infert ility  is frequent ly p erceived 
by  the couple as an emot ional strain, and counseling may prove helpful.  
Chaise & Limst,(2000) conducted a case cont rol study in USA to 
identify t he “factors  associat ed wit h male infertility” in 218 infert ile and 240 
fertile men in depart ment  of Obst etrics  and Gynaecology. Result  of t he study 
revealed that  semen p arameter of all cases  was  s ignificant ly  poorer t han t hat 
of the cont rols . T he significant fact ors  predict ing infertility were smoking, 
dens ity of sperm, and viability of sperm. Smoking increased the odds  of being 
infert ile. Higher sp erm counts  and larger percent age of viable sperm 
decreases  the odds  of infert ility. Dens ity  of sp erm and the viability  of sperm 
are s ignificant predict ors  for infert ility among men. 
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Falzone N, Huyser.H et  al ., Dep art ment  of Biomedical Sciences 
Tshwane Univers ity of Technology, Sout h Africa published t he article of 
“Mobile p hone radiat ion does  not  induce pro-apoptos is  effects  in human 
spermatozoa”. The aut hors  suggest  that  mobile p hone radiat ion may diminish 
male fert ility. However, the effects  of t hese human sp ermatozoa are largely 
unknown. The present  study examined effects  of the radiat ion on induct ion of 
ap optos is-relat ed p ropert ies  in human spermat ozoa. Ejaculat ed, dens ity-
purified, highly motile human sp ermatoz oa were exposed to mobile phone 
radiat ion at  specific absorption rates  of 2.0 and 5.7 W/kg.  The authors 
concluded that t he mobile phone radiation had no stat ist ically s ignificant 
effect  on any  of t he p aramet ers  studied. T his  suggests  that  t he impairment  of 
fertility report ed in some studies was  not  caused by  the induction of apoptos is 
in spermat ozoa. 
Ebomoyi  and  Adetoro  (1990) conducted a descriptive study to assess 
the social biological fact ors  influencing infertility in a rural Nigerian 
community. The study revealed a prevalence rat e of 12.9% primary  infertility 
and 54.1% of secondary  infert ility. Age, educat ion and religion of 
respondents  has  st atistically s ignificant  influence on infertility  (p<0.05) but 
not  income (p>.0.05). The correlat ion between age of respondents  and 
infert ility  was  st atist ically  s ignificant  (p<0.05). They  suggest ed t hat t he 
primary healt h care efforts aimed at implement ing mat ernal and child health 
care should exp lore the t raditional customs on infertility in rural areas  of 
developing countries . 
2 .3 PERCEPTIONS  OF INFERTILITY BY INFERTILE   
COUPLES  
Juliana  Rigol  Chanchamovich et  al , (May 2010)  conducted study 
on “Agreement  on Perceptions  of Quality Of Life in Coup les  Dealing with 
Infertility” in ass ist ed reproduct ion clinic of a Univers ity  Hosp ital,  and study 
participants  are 162 couples . T he men’s  and women’s  mean age were 36.1 and 
32.1years  respect ively. Most  part icipants had no children, and no previous 
ass ist ed reproduct ion att empts. Men and women completed t he World Health 
Organiz at ion-Quality  of Life-Brief and the Beck Depress ion Inventory 
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independent ly. F indings  indicated little agreement  in p erceptions  of t he 
partner’s  QOL, wit h each partner tending t o underrat e the other’s  view. 
Pract it ioners  need to cons ider the differences  between partners  to enable 
partners to bett er understand and support each ot her. 
Jane Bainbridge and  Laura  Peronace (2010) published the study 
of male infertility and emot ional wellbeing with 256 men who were select ed 
from t he Copenhagen Mult i-cent re Psychosocial Aspects  of Infertility 
research programme. The quest ions  were complet ed before t he st art  of 
treat ment  and again a y ear lat er if no pregnancy  had result ed from t he 
treat ment. T he results  were analyzed by  splitt ing the men into four groups: 
those with unexp lained infertility, female infert ility, male infert ility  and a 
mix of bot h. T he study  showed that  social stress, marit al stress , cop ing effort 
and physical st ress  all increased over time and ment al health decreased. But 
of most  int erest  were t hat  all the men, regardless  of the reason for t he 
infert ility, suffered equally. 
Vaidhyanadan, R, et. al. (2006) st ated that  st ress  a buzzword of t he 
90s  is  in every day of life at one point ,  or everybody suffers  from st ress. 
Infertility is  a chronic illness  t hat  uses  a large amount  of a couple’s  resources 
(emotional and financial) and involves  t he expendit ure of a cons iderable 
amount of t ime, money and phys ical and emot ional energy.   
In  Greece  Maria  Ketsard i, (2006), conduct ed a exp loratory  and 
quant it ative study  on psychosocial problems  of infertile peop le wit h 60 
individuals  (43 women and 17 men) with history of infertility (diagnosed 1-
5y ears ) of mean age of 34 years (34+or-5), married, well educated, with no 
children at  all,  were p art icip ated in t his  study, and t hey answered 20 multip le 
choice quest ions included in the quest ionnaire, which was administered. T he 
psychological and social needs  are not  adequat ely addressed within t he 
framework of such a medical model. According t o results  severe psychosocial 
problems  imp act  t he everyday life mostly  the men (74%) of an infert ile 
couple t hat  include feeling of stress  (35%), angry  (20%) and guilty for t he 
infert ility. 
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In  Southern  Iran, Ashkani  H. & Akbari . T , (2006) conduct ed a 
st udy on epidemiology  of depression among infertile and fert ile coup les. This 
st udy  invest igat ed psychological fact ors  t hought  to be associated with 
perceived st ress  over t he course of infertility t reat ment . The research was 
based on t he secondary  analysis  of dat a from t he study  of marriage, family 
and life quality with sample of 128 people who completed infert ility relat ed 
st ress instrument. Self est eem and p erceived health was  associated wit h st ress. 
Importance of biological family  and ext ent  of spousal support are import ant 
factors  in stress  reduction 
In  India , Peterson BD, (2003), conducted a st udy on examining 
congruence between partners’ p erceived infertility  related stress  and its 
relat ionship t o marit al adjust ment  and depress ion in infert ile couples . Couples 
referred for infert ility t reat ment  at  a Univers ity affiliated t eaching hospit al. 
The purpose of the st udy  was  t o explore t he imp act  of congruence between 
partners’s  p erceived infertility relat ed stress  and its  effects  on depress ion and 
marit al adjust ment  in infertile men and women. St udy finding showed t hat 
men and women who are couples  perceived equal levels  of social infertility 
st ress report ed higher levels  of marital adjustment when compared to men and 
women who are couples , who p erceived t he st ress  different ly. In addition 
woman among couples  who felt  s imilar need for p arenthood report ed 
s ignificant ly higher levels of marit al sat is fact ion when compared t o women in 
couples  where the males  report ed a great er need for parenthood. 
In  India  Hirsh A.M. & Hirsh S.M (2003), conducted a st udy on 
long t erm psychosocial effects  of infert ility. T he aim was  to exp lore t he 
psychological effect  of infert ility  and the role that social support p lays over 
t ime. Setting was  participant’s  own home. Four questionnaires  were answered 
one in every 9 months. 94 subjects  were part icipat ed in the study. Main 
out come measures  were marit al sat is fact ion, sexual satis faction, self esteem, 
sex role ident ity pressures  and social support.  The results  were infert ile 
couple’s exp eriences  increased social support  and greater cont entment 
overt ime. T he pos it ive imp act  of social support ,  counseling and the adoption 
of strategies  to deal wit h the stress  infertility  lends  credence to the crucial 
 28 
role for nurses can play in helping infert ile couples  to cope. 
A.Piero  & Boggio ,( 2002) India, conducted a controlled study on 
anxiety, depress ion and anger in infert ile coup les  with 156 infert ile couples 
and 80 fert ile coup les, whose personal characterist ics were recorded. They 
were examined using scales  for t he evaluation of t he degree of 
psychopat hology . T he 156 infertile couples  were than subdivided int o groups 
based on the cause of infert ility. The psychomet ric evaluat ion was double-
blind with respect t o t he causes  of infertility differences  emerged in t he 
degree of psychopathology  between ‘organic’ and funct ional infertile subjects 
and fert ile cont rols . The ‘funct ional’ infertile subjects  of this  samp le showed 
particular psychopat hological and psychological features, independent  from 
the stress  reaction following the ident ification of t he cause of infert ility. 
T.Y & G.H. Sun., (2001), T aiwan conduct ed a st udy  on the effect of 
an infert ility diagnos is  on t he distress, marit al and sexual satisfaction between 
husbands and wives  in T aiwan.  The study showed t hat no differences are 
marit al and sexual satisfactions were found between wives  and husbands  with 
unexp lained infert ility. Only wives  with a diagnosed female infertility 
expressed higher distressed to infertility t han t heir husbands . Although no 
differences  in psychosocial responses were found among husbands, regardless 
of the diagnos is, wives wit h a diagnosed female infert ility exp erienced higher 
distress  low self esteem and less  satisfaction in acceptance by  in-laws  than 
wives  exp eriencing a diagnosed male infertility. T hese findings suggested t hat 
the diagnosis of infertility is an import ant factor in assessing the differences 
in infert ility dist ress  and marit al and sexual sat isfact ion between husbands 
and wives. 
In China, Dhillon.R & Cumming , (2000), conduct ed a cross-
sectional study  on psy chological well-being and cop ing p att erns  in infert ile 
men in a Hosp ital based academic fertility  and the samp les  were 30 fert ile 
men with current ly pregnant  wives , 30 euspermic and 30 oligoasthenospermic 
men in coup les undergoing ovulation st imulation. Measures  of psychological 
well-being and coping were administered. T he study  showed that  there were 
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no s ignificant differences  among t he groups on any of the measures except t he 
Family Inventory of Life Events  in which fertile men report ed higher stress 
levels. This  study  suggests  that  men’s  psy chological adjust ment  t o t heir own 
infert ility and to unexp lained infert ility is  generally healthy. 
In  Tha iland  Seibel  .MM & Taymora  M.L, (2000), conducted a 
st udy on “ Emot ional asp ects of infert ility”. T he psychological asp ects of 
infert ility  in both men and women are reviewed, and awareness  of stresses 
that  infertility  places’ on a coup le’s  relationship  is  encouraged. St udies  have 
found t hat  infert ile women to be more neurot ic, dep endent  and anxious  than 
fertile women exp eriencing conflict over their feminity and fear associat ed 
with reproduct ion. Emotional fact ors  may  negatively affect  the male 
infert ility. The more obvious  effect  of t he emot ional stress in infert ility places 
on male is  the occurrence of impot ence. Infert ility is  frequently  perceived by 
the coup le as  an emotional strain, and counseling may prove helpful.  
Wright. J Lecours,(2000) USA  conducted a study on psychosocial 
profile of coup les wit h 30 couples  consult ing fertility clinics . Analyses of 
results  showed that  the psychosocial profile of subjects  consult ing fertility 
clinics  is  midway between that ,  as  normal subjects  and t hat  of individual 
suffering from psychological problems . By  us ing multip le regress ion analysis 
the researcher has  ident ified several psychosocial problems  such as 
depress ion, self est eem and st ress. 
        Xu. L & Ke. Hx,(2000) China  conduct ed a prospect ive study on 
psychological asp ects  of infertility  due t o various  causes . Subjects  and 
met hods  of the st udy  were one hundred and twenty infert ile coup les  and 30 
fertile couples  as  controls  were evaluat ed for psychological assessment by 
different  psychological test  instruments. Initial evaluat ion was  done at 
recruit ment, followed by reassessment  at  3, 6, 9 and 12 mont hs during t he 
infert ility work-up, and at t he end when the specific diagnos is  and t he 
management  and prognos is  were disclosed. T he results  showed t hat 
psychological components were found to play a significant role in infertility 
of unknown etiology , esp ecially in t he male part ner. T hey affect ed t he 
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personality  and social behavior of t he male p art ner and caused anxiety, but 
led to depress ion in the female partner. Anxiety was  s ignificant ly great er in 
the p art ner with t he fertility  problem than in the other p artner. Life events 
were s ignificant  in the p artner in whom the fert ility problem was  det ected. 
Depress ion and anxiety  in t he female p artner were evident  soon after t he 
investigation st art ed. 
Christopher, R.N et . Al ., (1999) stat ed t hat  infert ility  has  been 
charact eriz ed as  creat ing a form of chronic st ress  t hat  can give one to a 
variety  of psychological difficult ies. More recent ly published evidence 
suggests t hat  stress  itself may influence the out come of infert ility treat ment  
In 1999  Dasgupta , Chen and  Krishnan st at ed that  infert ility is  a 
life cris is  with invisible loses  and its  consequences  are manifold. Childless 
women have exp erienced st igma and isolat ion. Infert ility can t hreat en a 
woman’s  ident ity, st atus  and economic security and consequently, be a major 
source of anxiety leading to lowered self est eem and a sense of 
powerlessness . Although p erceptions  of men’s  role and att itudes  may  be 
shift ing, part icularly in the upper and middle classes, bearing a child st ill 
remains  an import ant  factor in the socio-economic well being of the most 
Indian Men. 
Connolly. K. J.,( 1999), UK , conduct ed a study on imp act of fertility 
on psychological funct ioning. T he results  showed little evidence of 
psychopat hology  in the sample; depress ion scores  remained low throughout 
the period of invest igat ion. The results  also indicat ed st able marit al 
relat ionships. Scores  on t ests  of anxiety  and p sychiatric morbidity  declined 
between the first  and second assessment  except  in t he case of men who were 
diagnosed with a fertility problem.  
In  India  Wright  J. Duchense, (1999), conduct ed a study on 
psychosocial dist ress  and infert ility, men and women respond differently. T he 
purpose of this  study was  to evaluat e great er differences in psychosocial 
responses  of 449 consecutive first  admiss ion couples  in a fert ility clinic. 
Cons istent  with previous  research, infert ile women showed higher 
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distress  t han t heir p art ners  on a global measure of psychiat ric symptoms and 
subscales  of anxiety, depress ion, hostility  and cognitive dist urbances, as  well 
as  on measures  of stress  and self est eem. When compared wit h same sexed 
population norms  on the measure of psychiatric symptoms, both male and 
female infertile pat ients  were s ignificant ly more distressed t han average. No 
evidence was  found for unusually high levels  of marital or sexual distress  at 
int ake. Implicat ions  of results  for clinical management are exp lored. 
Nieuwenhuis SL, Odukogbe AT et  al ., conduct ed an exp lorat ive and 
qualit at ive st udy  to assess  the impact  of infert ility  on infert ile men and 
women in Ibadan, Nigeria. T his st udy exp lored the impact  of infert ility on 
infert ile men and women in Ibadan, Nigeria and included t he application of 
focus  group discuss ions  wit h community members , in-depth int erviews  with 
infert ile men, infertile women and profess ionals . The findings  revealed t hat 
infert ile men and women and community members  commonly  perceived t hat 
contraceptives  and abortion cause infert ility, as  well as  supernatural and 
behavioral fact ors . The authors  concludes  that  efforts t o reduce the imp act 
should priorit iz e education on the causes, prevent ion and treat ment of 
infert ility, offer psychological support  and ensure an efficient  referral syst em 
for managing infert ility.   
Andrews F.M & Abeey. A, (1999), UK  conduct ed a st udy t o identify 
whet her fertility problem is  stress  different- the dynamics of st ress in fert ile 
and infertile couples  to comp are the dynamics of fert ility problem stress 
exp erienced by  wives  and husbands  in infert ile coup les  with t he dynamics  of 
st ress  from other sources  exp erienced by  members  of coup les  presumed to be 
fertile. Face to face int erviews  were conduct ed in study part icip ant’s homes. 
Wives  and husbands  from 157 coup les  with primary  infert ility  and from 82 
presumed fert ile coup les were studied. Intervening out come scales measured 
four marriage fact ors  marit al conflict ,  sexual self est eem, sexual 
dissatis fact ion and frequency  of int ercourse. Higher levels  of st ress, 
regardless  of whether those stresses  were from attempting to solve fertility 
problem or anot her problem, were related to reduce marit al funct ioning and 
decreased life quality. 
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2 .4 ACCEPTANCE OF TREATMENT S EEKING BEHAVIOUR 
AMONG INFERTILE CO UPLES  
Hwang K. et  al ., (2007) p ublished the article of contemporary 
concepts  in the evaluat ion and management  of male infert ility  and it  was  says 
that  at  the core of t he medical evaluat ion of the male part ner in a couple who 
are unable t o conceive is  the history and phys ical examinat ion. Special 
attention should be directed t o t he pat ient ’s develop ment al hist ory and any 
use of test ost erone products. The physical examinat ion focuses  on t he 
genit als ,  and includes  assessments  of the s ize and cons ist ency  of t he t es icles, 
ep ididymis , vas  deferens, and presence of varicoceles . Although many 
sophisticat ed t ests are available, semen analys is is  st ill t he most import ant 
diagnostic t ool used to assess  fertility, and includes p arameters  such as  sperm 
count , mot ility  and viability. T reat ment  of male factor infert ility can involve 
t arget ed agents , in the case of sp ecific conditions  such as  hypogonadot rop ic 
hypogonadism, or it can be empirical-us ing medical therapy or ass ist ed 
concept ion techniques  for pat ients  in whom no underlying cause has  been 
identified. Although an all-encompass ing t reatment  for male fact or infertility 
has  not  y et been developed, t he field offers  many promising avenues of 
research 
Dyer et  al ., (2004) had done a study on exp eriences , reproduct ive 
health knowledge, and t reat ment  seeking behavior among men suffering from 
couple infert ility in South Africa with 27 men from a diverse cult ural urban 
community in South Africa participat ed in in-depth interviews  at the time of 
their visit  to an infertility clinic in a tertiary referral centre. The study showed 
that  men have litt le knowledge and t he physiology  of human infert ility, 
causes  of infert ility  and modern treatment options . Men described their 
emot ional react ions t o childlessness  and their impact of infert ility on a marit al 
st ability, and May report ed that  infertile men suffered from st igma ion, verbal 
abuse and loss  of sound stat us. T hey  concluded t hat t he findings will improve 
our underst anding of reproduct ive health needs of men suffering from 
infert ility  in Africa. T his  understanding is  essential for effect ive int egration 
of male p artners in t o modern infert ility management.  
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Kurerova M, et a l., (1997) conducted a st udy  of attit udes  and 
psychological op inions  of infert ile couples  by  anonymous  quest ionnaires 
conserved separat ely by men and women. The majority of t he couples  prefer 
ass ist ed reproduction t o adopt ion and they  accept all variet ies of t hese 
t echniques . T he op inion of men and women did not differ great ly. 
Van Empel  IW, Aarts JW et  al., conducted a study on measuring 
pat ient -centeredness’, t he neglect ed out come in fertility  care: a random 
mult icentre validation study  with 54 infertile p atients. T his  st udy  aims  to 
develop  and validate an inst rument  t hat  can reliably measure pat ient-
cent eredness  in fert ility care: p at ient-cent eredness  quest ionnaire-infertility 
(PCQ-infert ility).  The PCQ’s  cont ent, address ing 53 care aspects, was 
generat ed by seven focus  groups. T he quest ionnaire was completed by 888 
infert ile coup les  from 29 clinics . The ult imate PCQ-infert ility, comprising 46 
items  and seven subscales , appeared reliable and valid for measuring p at ient-
centredness  in fert ility care. Of the seven subscales , ‘communicat ion’ 
received the best  rat ings and ‘cont inuity’ the worst.  ‘Honesty and clearness on 
what  to exp ect  from fertility  care’ appeared most  import ant  to p at ients. 
Significant  differences  between clinics  were found, even aft er case-mix 
adjustment. This  study resulted in a valid, reliable and st rongly discriminating 
instrument  for measuring p atient-cent eredness ’ in fertility  care. T he PCQ-
infert ility  can identify short comings  on pat ient -cent eredness  and can be 
adopted for quality improvement. 
In the y ear 1992  Blenner  conduct ed in-depth interviews  of 25 infert ile 
couples  covering the full range of infert ility  etiologies  and treat ments  were 
conducted in this  qualitat ive st udy. Profess ional comp etence, sensit ivity  and 
environment al comfort act ed as mediators increas ing or decreas ing treatment 
st ress. In addition, couples  individually or collectively action or 
developmental st rategies  to mit igat e stress . High st ress, lack of hope, and 
frustrations led to cont emplat ion of terminat ing treat ment. 
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2.5. CONCEPTUAL FRAMEWORK 
A frame work is  the conceptual under planning of t he study. T he 
investigator has develop ed conceptual framework based on Hildegard E. 
Peplau’s  int erpersonal theory. According to Pep lau, nurs ing is  t herapeut ic, in 
that  it  is a healing art ,  ass isting an individual who is  s ick or in need of health 
care. Nurs ing can be viewed as  an interpersonal process ; it  involves 
int eract ion between two or more individuals wit h a common goal. 
In interpersonal theory, there are four st ages  
 Orientat ion  
 Ident ificat ion 
 Exp loit ation 
 Resolut ion 
ORIENTATION 
In the init ial phase of orient at ion, the nurse and the pat ient  meet as 
st rangers. T he pat ient  or family has  a felt  need, therefore profess ional 
ass ist ance is  sought. In t his  study, the respondents  and the researcher meet as 
a comp lete stranger and maint ain good interpersonal relat ionship. 
IDENTIFICATION 
Throughout  the ident ificat ion phase, researcher has  t o maint ain 
therap eut ic relat ionship  with t he pat ient . Bot h the pat ient  and the nurse clarify 
each other’s  p erceptions  and expect at ions. In this  p hase the researcher 
identifies  the perceptions and acceptance of treatment  related to their 
infert ility. 
EXPLOITATION 
Exp loit ation phase is  a p lanning phase. In this phase, t he researcher 
maint ains  therap eut ic relat ionship  with t he p atient and plan to administ er 
demographic quest ionnaire, rat ing scale and struct ured quest ionnaire 
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regarding perceptions  and accept ance of treat ment. In this  phase t he 
researcher has  to make solut ions t o rect ify the problem. 
RES OLUTION 
In this  phase, the need of t he p atient has been collaborat ively met by 
the efforts  of nurse and pat ient  and t his  is  the time for t he nurse and t he 
pat ient  t o terminate t he relationship. In this  study  aft er maintaining 
therap eut ic relat ionship  with t he p at ient,  t he researcher t erminat es  t he 
relat ionship with the pat ient.  
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FIG-1: CONCEPTUAL FRAMEWORK 
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FIGURE: 1 MODIFIED HILDEGARD E.PEPLAU’S INTERPERSONAL THEO RY 
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CHAPTER - III 
 3.RESEARCH METHODOLOGY 
Research met hodology is  a way t o systematically solve the research 
problem. It  is  a set of methods  and principle used to perform a p art icular 
act ivity. It is  the most  import ant  part  of any research study, which enables t he 
researcher to form t he blue print for the study undert aken. 
This  chapter deals  with the methodology  adopt ed for t he st udy  which 
include description of t he research approach, research des ign, sett ing, 
development  and description of instrument  and different steps  used for 
collecting and organizing dat a are st at ed below. 
3 .1 . RES EARCH APPRO ACH 
Research approach is  the most  s ignificant  part of any research. T he 
appropriat e choice of research approach depends  upon t he p urpose of t he 
research study ; which was  undertaken. The approach to research is  umbrella, 
which covers basic procedure for conduct ing research. 
Quant itat ive descript ive approach was  used t o assess  the perceptions 
and acceptance of treat ment by infert ile men. 
3 .2   RES EARCH DES IGN 
Descriptive st udy des ign was  used for t his st udy. 
3 .3   S ETTING OF THE S TUDY 
The sett ing for the study was  Instit ute of Obst etrics  and Gynecology, 
Govt . Hosp ital for Women and Children, Chennai-8. This  instit ute was 
unveiled on 26th July  1844 for public service. It  is  752 bedded hosp itals 
cat ering to the needs of poor and needy serving at  least  33120inmat es p er year 
and average of 18000 per y ear. It  is one of the research inst itut es  in which all 
types  of research concerning with the healt h of t he reproduct ive age group 
people being carried out. There are nearly 40-50 couples  are att ending 
infert ility  clinic every day for treat ment  and follow up  care and average of 
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400-500 pat ients  are attending Infert ility Clinic per month. T his instit ution 
has  the facility to invest igat e with semen analys is  for male pat ient, 
ult rasound, laparoscopy, hormonal levels, and follicular st udies  for female 
pat ients  regularly. 
3 .4   POPULATION 
Populat ion refers  to tot ality  of all the subjects , objects  or members t hat 
conform to a set of specification (Poli t & Hungler, 2005).  
The t arget  population of the present  study was  primary  infertile men 
who are att ending the Infert ility  Clinic at  Inst itut e of Obstet rics  and 
Gynecology, Chennai-8. 
3 .5   S AMPLE 
Infertile men who met  the inclus ion and exclus ion crit eria were t aken 
as t he sample during t he st udy period. That includes  150 men who were 
already diagnosed as  primary infert ility men and t hose who have t aken 
irregular t reat ment . 
3 .6   S AMPLE S IZE 
150 infert ile men were included in the study. 
3 .7   S AMPLING TECHNIQ UE 
Convenient  sampling t echnique was  used t o collect  data from t he 
infert ile men who are diagnosed as primary infert ility. 
3 .8   CRITERIA FOR S ELECTION OF S AMPLE 
Inclusion Cri teria  
 Men who are between t he age group of 20-40yrs  
 Men who are married and st aying with t heir spouse 
 Men who are att ending t he infert ility  clinic with the diagnos is  of 
primary infert ility  
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 Men who have undergone any type of infertility treatment  
 Who are willing to participat e in t his st udy  
 Who sp eak Tamil and English 
Exclusion Criteria   
 Secondary infertility clients are excluded from this study  
 Men with co morbid illness are excluded. 
3 .9   DEVELOPMENT AND DES CRIPTION OF THE TOOL 
A t ool is  a written device that  a researcher uses  t o collect  dat a. 
Instrument  cons ists  of demographic dat a pertaining to t he infertile men and 
rat ing scale and structured quest ionnaire to assess  the p erceptions  and 
acceptance of treatment by infertile men. 
METHOD OF DEVELOPING TOOL 
The tool  consists o f three sections: 
Section I: This  includes  demographic dat a which cons ists  of age, 
educat ion, occupat ion, type of family, durat ion of infertility  and years  of 
treat ment t aken for infert ility et c. 
      Section II: cons ists of rat ing scale t o assess the perceptions  
The rating scale is  des igned t o assess  the level of p erceptions  which 
was  developed by the researcher which ext ends  from never to always. It 
includes  the various asp ects  of infert ility  concerns  like physical concern, 
psychological concern and social concern. The p erception scores  are 
class ified into four levels . 
Scores  Le vel of pe rce ption  
0-23 No perception 
24-46 Mild 
47-69 Moderat e 
70-93 Severe 
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Section III: consists of st ructured quest ionnaire to assess  t he 
acceptance of treatment behavior by infert ile men. 
St ructured questionnaire was  used t o assess t he acceptance of treatment 
behaviour of infertile men. The struct ured quest ionnaire was  framed very 
carefully, considering the language, clarity, organizat ion and sequence of 
items . 
A questionnaire was develop ed by  the researcher t o ident ify t he type of 
acceptance of treatment behaviour by  infert ile men. The scale cons ist ed of 25 
items , to measure the behaviour of sequent ial tracking, back tracking, t aking a 
break, gett ing st uck, p aralleling with five it ems  in each respect ively. T he 
responses  were marked on a scale with scores of 3 2 1 and 0 respectively. T he 
type of acceptance of t reat ment  behaviour was  att ribut arily divided into four 
levels. 
Scores  Le vel of acce ptance 
0-18 Regular 
19-37 Less Regular 
38-56 Moderat e Irregular 
57-75 Highly Irregular 
3 .10   TES TING OF INS TRUMENT 
CONTENT VALIDITY 
In order to measure the cont ent validity, the tool was  given to two 
exp erts  in t he field of Obst etrical and Gynaecological Nurs ing Dep art ment. 
Exp erts  judged the it em for clarity, relevance, comprehens iveness  and 
appropriat eness  of t he t ool. Suggest ions  made by exp erts  were included in t he 
framed t ool and then used for pilot  study to assess t he reliability of the tool. 
RELIABILITY  
The reliability  refers  to the accuracy  and consistency  of measuring 
tool. Aft er p ilot  study, reliability of t he tool was  assessed by  using Sp lit  half 
met hod. Reliability correlat ion coefficient  value is  0.82.  T his  correlation 
coefficient  is  very  high and it  is  good tool for assess ing p erceptions  and 
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acceptance of treat ment  for imp aired fert ility  among males  att ending 
infert ility clinic. 
3 .11 ETHICAL CONS IDERATION 
The research proposal was  approved by t he exp erts,  prior to the pilot 
st udy  and permiss ion for the main study  was  obt ained from t he Director, 
Inst itut e of Obst etrics  and Gynecology, Chennai-8. Permiss ion was  obt ained 
from ethical committ ee and also from the Chief of t he Infert ility clinic. T he 
writt en consent  of t he participant was  obtained before dat a collect ion; 
assurance, confident iality and privacy were given to the study p art icipants . 
3 .12   PILOT S TUDY 
Polite  and  Beck  (2009) stat ed t hat  a pilot  st udy  is a miniature of 
some p arts  of t he act ual study. A p ilot  study  was  conduct ed with 10 infert ile 
men who visit ed infertility clinic of IOG, Chennai-8. The purpose was  to find 
out  the feas ibility and p ract icability of t he st udy  des ign. The struct ured 
quest ionnaire were administ ered and found t o be feas ible. It  t ook about  20-
30minutes  on an average for the p art icipant s  to comp lete t he questionnaire. 
Part icipants  followed the struct ured questionnaire eas ily. On the whole, t he 
st ructured quest ionnaire was  found to be feas ible and easy  for t he 
participants. T he pilot  study finding revealed t hat  there is  s ignificant 
associat ion between perceptions and acceptance of t reat ment  by  infertile men. 
P ilot  study samples are not included in main study. 
3 .13   DATA COLLECTION 
Dat a collect ion is  t he gathering of informat ion needed t o address  a 
research problem. The study was  conduct ed in t he Infert ility  Clinic, IOG, and 
Chennai-8.The p eriod of dat a collection was  from 29.08.11 to 29.09.11. Prior 
to the dat a collect ion p ermiss ion was  obtained from the concerned authorit ies. 
The invest igator administered quest ionnaire for assess ing t he perceptions  and 
acceptance of treatment. 
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3 .14   PLAN FOR DATA ANALYS IS   
Collect ed dat a was  analyzed by  us ing descriptive and inferent ial 
st atistics . Descriptive st atist ics  includes  mean and st andard deviat ion. 
Inferent ial stat ist ics  include st andard deviation Chi-square. The dat a was 
present ed in the form of tables and figures . 
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FIGURE-2: SCHEMATIC REPRESENTATION OF  
RESEARCH METHODOLOGY 
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CHAPTER-IV 
4.0. DATA ANALYSIS AND INTERPRETATION 
This  chapter deals  with the analysis and int erpret at ion of t he data 
collected. Analysis  is  a method for rendering quant it ative, meaningful and 
providing int elligible informat ion. So that  research problem can be st udied 
and t est ed including the relationship between the variables . 
The dat a collected had been analyzed us ing appropriat e stat ist ical 
met hods  and the results  are present ed below: 
ORGANIZATION OF THE DATA 
Section I : Demographic variables  of the dat a 
Section II : Perceptions  about  male infertility 
Section III : Acceptance of treat ment by males  
Section IV : Associat ion between select ed variables with percept ions  
Section V : Associat ion between select ed variables with acceptance 
of t reat ment  
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   S ECTION-I 
Table 2: Distribution o f demographic variables o f men with infertility  
Demographi c Variables  fre quency % 
20 -25 yrs  3 2.0% 
26 -30 yrs  44 29.3% 
31 -35 yrs  61 40.7% 
Age 
  
  
  
36 -40 yrs  42 28.0% 
No formal 
educat ion 13 8.7% 
Primary 49 32.7% 
Secondary 54 36.0% 
Educat ion 
  
  
  
Higher 
secondary 34 22.7% 
Unemp loyed  13 8.7% Occup ation 
  
Emp loy ed 137 91.3% 
Rs.1000 -2000 19 12.7% 
Rs.2001 -3000 14 9.3% 
Rs.3001 -4000 35 23.3% 
Mont hly 
Income 
  
  
  
>Rs.4000 82 54.7% 
Nuclear family 66 44.0% Type of family  
  Joint family  84 56.0% 
20 -25 yrs  42 28.0% 
26 -30 yrs  79 52.7% 
31 -35 yrs  25 16.7% 
Age at marriage 
  
  
  
36 -40 yrs  4 2.7% 
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Demographi c Variables  fre quency % 
2 -4 yrs  71 47.3% 
5 -8 yrs  35 23.3% 
9 -12 yrs  21 14.0% 
Period of 
Infertility 
  
  
  
>12 yrs  23 15.3% 
Smoking 63 42.0% 
Alcohol 31 20.7% 
pan user 54 36.0% 
Habits  
  
  
  
Drugs  2 1.3% 
Yes  16 10.7% Use of 
contraceptives  
  
No 134 89.3% 
2 yrs  13 8.7% 
4 yrs  86 57.3% 
6 yrs  33 22.0% 
Years  of 
Treat ment  
  
  
  
>6 yrs  18 12.0% 
 
T able No. 2 shows  that  a higher proport ion of men with infertility 
(41%) are within t he age group of 31-35 years  of age, more of them (36%) 
had a secondary educat ion and majority of t hem (91%) were emp loyed, 56% 
of t hem are living in joint  family  and 42% of t hem do have an habit  of 
smoking and 57% of them are t aking treatment for four years . 
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SECTION-II 
 Table 3 : Distribution o f men with infertili ty  according to  percep tions 
No Rarel y Occasi onall y Al ways 
Perceptions 
n  % n  % n % n % 
Do you have less  
app etit e? 32 21.3% 95 63.3% 20 13.3% 3 2.0% 
Do you feel that 
you have reduced 
your weight ? 
27 18.0% 40 26.7% 75 50.0% 8 5.3% 
Do you suffer 
from body p ain? 12 8.0% 47 31.3% 56 37.3% 35 23.3% 
Do you have 
t ens ion headache? 19 12.7% 36 24.0% 57 38.0% 38 25.3% 
Do you feel eas ily 
fat igue? 18 12.0% 25 16.7% 55 36.7% 52 34.7% 
Do you suffer 
from any problem 
of ulcer? 
63 42.0% 43 28.7% 39 26.0% 5 3.3% 
P
hy
s
io
lo
gi
c
a
l 
Do you have 
some sexual 
des ire as  before? 
29 19.3% 49 32.7% 56 37.3% 16 10.7% 
Do you get  angry 
very often? 26 17.3% 101 67.3% 22 14.7% 1 .7% 
Do you feel less 
int erest  in life? 21 14.0% 34 22.7% 86 57.3% 9 6.0% 
Do you have 
s leep 
disturbance?  
16 10.7% 34 22.7% 58 38.7% 42 28.0% 
Do you have 
concentrat ion? 21 14.0% 46 30.7% 71 47.3% 12 8.0% 
Ps
yc
ho
lo
gi
c
a
l 
Do you feel guilty 
about  not giving 
birth yet ? 
11 7.3% 41 27.3% 79 52.7% 19 12.7% 
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No Rarel y Occasi onall y Al ways 
Perceptions 
n  % n  % n % n % 
Are you worried 
about  your 
future? 
11 7.3% 34 22.7% 82 54.7% 23 15.3% 
Do you have 
cry ing sp ells? 29 19.3% 40 26.7% 65 43.3% 16 10.7% 
Are you 
frustrated in your 
life? 
18 12.0% 55 36.7% 68 45.3% 9 6.0% 
Do you feel 
worthless  of 
yourself at any 
t ime? 
31 20.7% 40 26.7% 68 45.3% 11 7.3% 
Do you feel 
lonely ? 20 13.3% 47 31.3% 72 48.0% 11 7.3% 
Are you having 
problem in 
decis ion making? 
14 9.3% 49 32.7% 69 46.0% 18 12.0% 
Do you feel it  is 
curse from God? 17 11.3% 31 20.7% 63 42.0% 39 26.0% 
Do you lose your 
t emp er often? 14 9.3% 46 30.7% 73 48.7% 17 11.3% 
Are you sat isfied 
in sex? 9 6.0% 34 22.7% 79 52.7% 28 18.7% 
Do you get  
psychological 
support from your 
partner? 
11 7.3% 43 28.7% 70 46.7% 26 17.3% 
Do you join 
funct ion as  
before? 
30 20.0% 92 61.3% 23 15.3% 5 3.3% 
So
ci
o
lo
gi
c
a
l 
Do you face any 
problems with in 
laws? 
34 22.7% 31 20.7% 76 50.7% 9 6.0% 
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No Rarel y Occasi onall y Al ways 
Perceptions 
n  % n  % n % n % 
Do you quarrel or 
fight  with your 
partner? 
31 20.7% 55 36.7% 41 27.3% 23 15.3% 
Do you receive 
psychological 
support from your 
family? 
15 10.0% 39 26.0% 62 41.3% 34 22.7% 
Does your part ner 
ext end support 
financially ? 
24 16.0% 46 30.7% 65 43.3% 15 10.0% 
Do you receive 
financial support 
from family 
member? 
23 15.3% 49 32.7% 71 47.3% 7 4.7% 
Are you treat ed 
with resp ect ? 9 6.0% 45 30.0% 78 52.0% 18 12.0% 
Are your relat ives 
and neighbors  
visit ing your 
house? 
10 6.7% 42 28.0% 84 56.0% 14 9.3% 
Have you 
rest rict ed your 
pleasure t rips due 
to this  problem? 
11 7.3% 60 40.0% 71 47.3% 8 5.3% 
The above t able reveals  t hat most  of the infert ile men are exp eriencing 
phys iological p erception (35%) and psychological perception (28%) and 
sociological p erception (23%) 
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Table 4: Distribution o f perceptions experienced  by infertile  men 
Perception  
Min- 
max 
score 
Mean 
score 
% 
Do you have less  appetit e? 0-3 0.96 32.0% 
Do you feel that you have reduced your 
weight? 0-3 1.43 47.7% 
Do you suffer from body pain? 0-3 1.76 58.7% 
Do you have t ension headache? 0-3 1.76 58.7% 
Do you feel eas ily fat igue? 0-3 1.94 64.7% 
Do you suffer from any problem of ulcer? 0-3 0.91 30.3% 
P
hy
s
io
lo
gi
c
a
l 
Do you have some sexual des ire as  before? 0-3 1.39 46.3% 
Do you get  angry very oft en? 0-3 0.99 33.0% 
Do you feel less int erest in life? 0-3 1.55 51.7% 
Do you have s leep dist urbance?  0-3 1.84 61.3% 
Do you have concent rat ion? 0-3 1.49 49.7% 
Do you feel guilty about  not giving birth yet ? 0-3 1.71 57.0% 
Are you worried about your fut ure? 0-3 1.78 59.3% 
Do you have crying spells? 0-3 1.45 48.3% 
Are you frustrated in your life? 0-3 1.45 48.3% 
Do you feel wort hless  of yourself at  any 
t ime? 0-3 1.39 46.3% 
Do you feel lonely? 0-3 1.49 49.7% 
Are you having problem in decis ion making? 0-3 1.61 53.7% 
Do you feel it  is curse from God? 0-3 1.83 61.0% 
Do you lose your t emper oft en? 0-3 1.62 54.0% 
Are you sat isfied in sexual? 0-3 1.84 61.3% 
Ps
yc
ho
lo
gi
c
a
l 
Do you get  psychological support  from your 
partner? 0-3 1.74 58.0% 
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Perception  
Min- 
max 
score 
Mean 
score 
% 
Do you join function as before? 0-3 1.02 34.0% 
Do you face any problems with in laws? 0-3 1.40 46.7% 
Do you quarrel or fight wit h your part ner? 0-3 1.37 45.7% 
Do you receive psychological support from 
your family ? 0-3 1.77 59.0% 
Does your part ner ext end support financially ? 0-3 1.47 49.0% 
Do you receive financial support  from family 
members? 0-3 1.41 47.0% 
Are you treat ed with respect ? 0-3 1.70 56.7% 
Are your relatives and neighbors  vis it ing your 
house? 0-3 1.68 56.0% 
So
ci
o
lo
gi
c
a
l 
Have you restrict ed your pleasure trips due to 
this  problem? 0-3 1.51 50.3% 
The above t able depicts  that infertile males  are having more perception 
in psychological perceptions  (62%), some of t hem are exp eriencing some 
aspect  of phys iological perceptions  (65%). Also among t he men (59%) are 
exp eriencing sociological percept ions. 
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Table 5: Distribution o f overall  perception experienced  by infertile  
men 
T able 5 shows  domain wise p ercentage of perception among infert ile 
males .  
 T hey are having maximum perception in psychological fact ors 
(52.8%) and minimum perception in physiological fact ors  (48.3%) and (49%) 
in sociological fact ors . 
Table 6:  Distribution o f Inferti le  Men Experienced  the Level  o f 
Perception 
Le vel of pe rce ption  fre quency % 
No perception 14 9.3% 
 M ild 45 30.0% 
 Moderate 82 54.7% 
Severe 9 6.0% 
T able no.6 shows  the infert ile males  level of percept ion.  9.3% of t he 
infert ile males  having no perception about  infertility, 30% of them having 
mild p erception, 54.7% of t hem having moderat e perception and 6% of t hem 
having severe p erception about infert ility. 
 
 
Perception  score 
Perception  No. of questions Min –Max score 
Mean±SD % 
Physiological 7 0 – 21 10.15 ± 4.00 48.3% 
Psy chological 15 0 – 45 23.77±7.74 52.8% 
Sociological 9 0 – 27 13.31±3.82 49.3% 
OVERALL 31 0 -93 47.27±13.66 50.8% 
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S ECTION-III 
Table 7: Distribution o f infertile men with accep tance of t reatment   
Never Rarel y Someti mes Most of 
the ti me Acceptance 
n  % n  % n % n % 
Have you been 
regular to the 
treat ment ? 
3 2.0% 21 14.0% 70 46.7% 56 37.3% 
Did you exhaust  
with one option 
before cons idering 
another type of 
treat ment ? 
21 14.0% 63 42.0% 59 39.3% 7 4.7% 
Did you exhaust  
with one option 
before comp let ing 
the treatment? 
32 21.3% 67 44.7% 41 27.3% 10 6.7% 
Do you feel that 
durat ion of the 
treat ment made you 
to exhaust wit h one 
treat ment before 
cons idering ot her 
treat ment ? 
17 11.3% 67 44.7% 56 37.3% 10 6.7% 
Se
qu
en
tia
l 
Do you feel that 
failure of the 
treat ment made you 
to exhaust wit h one 
treat ment before 
cons idering another 
kind of t reat ment ? 
17 11.3% 81 54.0% 45 30.0% 7 4.7% 
Did you ret ry the 
treat ment wit h a 
new physician? 
19 12.7% 74 49.3% 45 30.0% 12 8.0% 
Did you ret ry the 
treat ment wit h the 
same phys ician? 
11 7.3% 76 50.7% 45 30.0% 18 12.0% 
B
a
ck
 
 
tr
a
ck
in
g 
Have you feel 
ret rying t he 
treat ment wit h new 
phys ician who 
gives sat is fact ion 
for the infertility 
treat ment ? 
10 6.7% 68 45.3% 57 38.0% 15 10.0% 
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Never Rarel y Someti mes Most of 
the ti me Acceptance 
n  % n  % n % n % 
Have you been 
encouraged by your 
family members  to 
ret ry the t reat ment  
with new 
phys ician? 
9 6.0% 72 48.0% 50 33.3% 19 12.7% 
Have you been 
encouraged by your 
spouse t o ret ry the 
treat ment wit h same 
phys ician? 
12 8.0% 78 52.0% 47 31.3% 13 8.7% 
Did you t ake break 
for awhile and then 
continue with the 
treat ment ? 
19 12.7% 75 50.0% 37 24.7% 19 12.7% 
Did you withdraw 
from the t reat ment  
before comp let ion 
with ot her 
treat ment ? 
19 12.7% 66 44.0% 56 37.3% 9 6.0% 
Did you break with 
one t reat ment  
opt ion t hen 
continue with same 
treat ment ? 
16 10.7% 76 50.7% 45 30.0% 13 8.7% 
Did you t ake break 
with one treat ment 
opt ion and t hen 
continue with same 
treat ment ? 
7 4.7% 34 22.7% 60 40.0% 49 32.7% 
T
a
ki
n
g 
a
 
br
e
a
k 
Did you have the 
idea of adopting t he 
baby? 
19 12.7% 59 39.3% 61 40.7% 11 7.3% 
Did the failure of 
the treatment made 
you to withdraw 
from the t reat ment ? 
15 10.0% 76 50.7% 53 35.3% 6 4.0% 
G
e
tt
in
g 
st
u
c
k 
Did the cost of the 
treat ment made you 
to withdraw from 
the treatment? 
16 10.7% 59 39.3% 64 42.7% 11 7.3% 
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Never Rarel y Someti mes Most of 
the ti me Acceptance 
n  % n  % n % n % 
Did the 
investigations of 
the treatment made 
you to st ick wit h 
the treatment? 
27 18.0% 57 38.0% 57 38.0% 9 6.0% 
Have you felt t he 
durat ion of 
infert ility made you 
to withdraw from 
the treatment? 
16 10.7% 71 47.3% 54 36.0% 9 6.0% 
Do you feel that 
causes  of t he 
fertility made you 
to withdraw from 
the treatment? 
13 8.7% 74 49.3% 57 38.0% 6 4.0% 
Do you try wit h 
mult iple t reat ment  
opt ions 
s imult aneous ly? 
18 12.0% 72 48.0% 47 31.3% 13 8.7% 
Do you try wit h 
ot her treatment 
regimen such as 
s iddha or 
ay urvedha? 
19 12.7% 68 45.3% 53 35.3% 10 6.7% 
Have you thought 
of t aking mult iple 
opt ions t o help you 
to conceive? 
14 9.3% 71 47.3% 59 39.3% 6 4.0% 
Do you try one 
treat ment option 
s imult aneous ly with 
any other methods  
of t reat ment ? 
17 11.3% 70 46.7% 57 38.0% 6 4.0% 
Pa
r
a
lle
lin
g 
Do you try wit h 
treat ment 
s imult aneous ly with 
any other 
phys ician? 
16 10.7% 65 43.3% 62 41.3% 7 4.7% 
The above table shows that majority (47%) of the infertile males is not regular 
to the treatment, some (33%) are taking a break and some are paralleling (7%). 
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Table 8: Distribution o f infertile men with overall  accep tance of 
t reatment  
I tems 
Min – 
Max 
score 
Mean 
score 
% 
Have you been regular to the t reat ment ? 0-3 2.19 73.0% 
Did you exhaust  with one option before 
cons idering another type of treatment? 0-3 1.35 45.0% 
Did you exhaust  with one option before 
complet ing t he treat ment ? 0-3 1.19 39.7% 
Do you feel that durat ion of the treatment 
made you t o exhaust with one treat ment 
before cons idering other treatment? 
0-3 1.39 46.3% 
Se
qu
en
tia
l 
Do you feel that failure of the treatment 
made you t o exhaust with one treat ment 
before cons idering another kind of 
treat ment ? 
0-3 1.28 42.7% 
Did you ret ry the t reat ment  with new 
phys ician? 0-3 1.33 44.3% 
Did you ret ry the t reat ment  with same 
phys ician? 0-3 1.47 49.0% 
Have you feel retrying the t reat ment  with 
new physician gives sat is fact ion for t he 
infert ility t reat ment ? 
0-3 1.51 50.3% 
Have you been encouraged by your family 
members  to retry t he treat ment wit h new 
phys ician? 
0-3 1.53 51.0% B
a
ck
 
 
tr
a
ck
in
g 
Have you been encouraged by your spouse to 
ret ry the t reat ment  with same physician? 0-3 1.41 47.0% 
Did you t ake break for awhile and then 
continue with the t reat ment ? 0-3 1.37 45.7% 
Did you withdraw from the t reat ment  before 
complet ion wit h other treat ment ? 0-3 1.37 45.7% 
Did you break with one treatment option 
then cont inue with same treat ment ? 0-3 1.37 45.7% 
Did you t ake break with one t reat ment  option 
and t hen cont inue wit h same t reat ment ? 0-3 2.01 67.0% T
a
ki
n
g 
a
 
br
e
a
k 
Did you have the idea of adopting t he baby? 0-3 1.43 47.7% 
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I tems 
Min – 
Max 
score 
Mean 
score 
% 
Did the failure of t he treat ment made you to 
withdraw from the t reat ment ? 0-3 1.33 44.3% 
Did the cost of the treatment made you t o 
withdraw from the t reat ment ? 0-3 1.47 49.0% 
Did the invest igat ions  of t he treat ment made 
you to st ick wit h t he treat ment ? 0-3 1.32 44.0% 
Have you felt t he durat ion of infert ility made 
you to withdraw from t he treat ment ? 0-3 1.37 45.7% 
G
e
tt
in
g 
st
u
c
k 
Do you feel that causes  of t he fert ility made 
you to withdraw from t he treat ment ? 0-3 1.37 45.7% 
Do you try wit h mult ip le treatment options 
s imult aneous ly? 0-3 1.37 45.7% 
Do you try wit h other treat ment regimen 
such as  s iddha or ayurvedha? 0-3 1.36 45.3% 
Have you thought t aking mult iple options  
help you to conceive? 0-3 1.38 46.0% 
Do you try one treatment option 
s imult aneous ly with any other methods  of 
treat ment ? 
0-3 1.35 45.0% 
Pa
r
a
lle
lin
g 
Do you try wit h t reat ment  s imultaneous ly 
with any other physician? 0-3 1.40 46.7% 
The above t able int erprets  t hat infert ile males  have more acceptance in 
this  asp ects  sequent ial (73%), back tracking (51%), t aking a break (67%), 
gett ing st uck (49%) and paralleling (47%). 
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Table 9: Distribution o f infertile men with percentage o f acceptance o f 
t reatment  
 
T able 9 shows  each domain wise p ercent age of accept ances  among 
infert ile males .  They  have maximum accept ance in t aking a break (50.3%) 
and minimum score in paralleling (45.7%) 
Table 10: Distribution o f infertile men with level o f acceptance o f 
t reatment  
   Level of acceptance Frequency  % 
Regular 10 6.7% 
Less irregular 69 46.0% 
Moderat e  irregular 65 43.3% 
Highly  irregular 6 4.0% 
T able no.9 shows  the infert ile males level of acceptance. 6.7% of t he 
infert ile males  are regular, 46% of them are less  irregular, 43.3% of t hem are 
moderat e irregular and 4% of them are highly irregular. 
 
Acce ptance  score  
Acce ptance  No. of questions  
Min –Max 
score  Mean±SD % 
Sequent ial  
tracking 5 0 – 15 7.41 ±2.52 49.4% 
Back tracking 5 0 – 15 7.24±2.47 48.3% 
T aking a break 5 0 – 15 7.54±2.92 50.3% 
Getting stuck 5 0 – 15 6.87±2.62 45.8% 
Paralleling 5 0 – 15 6.85±2.79 45.7% 
OVERALL 25 0 -75 35.91±10.74 47.9% 
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Table 11: Correlation between percep tion score and  acceptance score 
 Mean±SD 
Karl pe arson 
correlation  
coe ffi cient 
Interpre tation  
Perception 
score 
Acceptance 
score 
47.27±13.66 
35.91±10.74 
R=0.43 
P=0.01** 
There is a moderate pos it ive 
relat ionship between 
percept ion score and 
acceptance score 
* Significant at P≤0.05 ** highly  s ignificant at  P≤0.01 *** very high 
s ignificant  at    P≤0.001   
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Fig 3 : Scatter plot  shows  the posit ive correlat ion between perception 
score and acceptance score(r=0.43) 
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S ECTION-IV 
Table 12: Association between level  o f perception and  demographic 
variables 
Level of perception 
No 
perception Mild Moderate Severe 
 
 
n % n % n % n % 
Total Pearson 
chi square 
20 -25 yrs 1 33.3% 1 33.3% 1 33.3% 0 0.0%  3 
26 -30 yrs 4 9.1% 15 34.1% 24 54.5% 1 2.3% 44 
31 -35 yrs 5 8.2% 19 31.1% 33 54.1% 4 6.6% 61 
Age 
  
  
  
36 -40 yrs 4 9.5% 10 23.8% 24 57.1% 4 9.5% 42 
χ2=5.16  
P=0.82 
DF=9 
No formal 
education 5  38.4%  2 15.4% 5 38.4% 1 7.8% 13 
Primary 5 10.2% 14 28.6% 26 53.1% 4 8.1% 49 
Secondary 2 3.7% 17 31.4% 32 59.3% 3 5.6% 54 
Education 
  
  
  
Higher 
secondary 2 5.9% 12 35.3% 19 55.9% 1 2.9% 34 
χ2=19.90  
P=0.02* 
DF=9 
Unemployed 1 7.7% 5 38.5% 7 53.8% 0 0.0%  13 Occupation 
  Employed 13 9.5% 40 29.2% 75 54.7% 9 6.6% 137 
χ2=1.23  
P=0.74 
DF=3 
Rs.1000 -
2000 1 5.3% 4 21.1% 10 52.6% 4 21.1% 19 
Rs.2001 -
3000 1 7.1% 5 35.7% 8 57.1% 0 0.0%  14 
Rs.3001 -
4000 3 8.6% 10 28.6% 20 57.1% 2 5.7% 35 
Monthly 
Income 
  
  
  
>Rs.4000 9 11.0% 26 31.7% 44 53.7% 3 3.7% 82 
χ2=10.28  
P=0.33 
DF=9 
Nuclear 
family 9 13.6% 17 25.8% 38 57.6% 2 3.0% 66 
Type of 
family 
  Joint family 5 6.0% 28 33.3% 44 52.4% 7 8.3% 84 
χ2=4.96  
P=0.18 
DF=3 
20 -25 yrs 4 9.5% 11 26.2% 24 57.1% 3 7.1% 42 
26 -30 yrs 6 7.6% 27 34.2% 42 53.2% 4 5.1% 79 
31 -35 yrs 3 12.0% 6 24.0% 14 56.0% 2 8.0% 25 
Age at 
marriage 
  
  
  36 -40 yrs 1 25.0% 1 25.0% 2 50.0% 0 0.0%  4 
χ2=222  
P=0.22 
DF=9 
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Level of perception 
No 
perception Mild Moderate Severe 
 
 
n % n % n % n % 
Total Pearson 
chi square 
2 -4 yrs 10 14.1% 26 36.6% 34 47.9% 1 1.4% 71 
5 -8 yrs 2 5.7% 8 22.8% 24 68.6% 1 2.9%  35 
9 -12 yrs 1 4.8% 5 23.8% 13 61.9% 2 9.5% 21 
Period of 
Infertility 
  
  
  >12 yrs 1 4.3% 6 26.1% 11 47.8% 5 21.7% 23 
χ2=29.04 
P=0.001*** 
DF=9 
Smoking 3 4.8% 14 22.2% 39 61.9% 7 11.1% 63 
Alcohol 3 9.7% 12 38.7% 15 48.4% 1 3.2% 31 
Pan user 0  0.0%  0  0.0%  2 100.0% 0 0.0%  2 
Habits 
  
  
Drugs 8 14.8% 19 35.2% 26 48.1% 1 1.9% 54 
χ2=13.28 
P=0.15 
DF=9 
Yes 3 18.8% 7 43.8% 5 31.3% 1 6.3% 16 Use of 
contraceptives 
  
No 11 8.2% 38 28.4% 77 57.5% 8 6.0% 134 
χ2=4.63 
P=0.20 
DF=9 
2 yrs 4 30.7% 6 46.2% 3 23.1% 0 0.0%  13 
4 yrs 4 4.6% 24 27.9% 53 61.6% 5 5.8% 86 
6 yrs 4 12.1% 11 33.3% 16 51.5% 2 6.1% 33 
Years of 
Treatment 
  
  
  >6 yrs 2 11.1% 4 22.2% 10 55.5% 2 11.1% 18 
χ2=22.48 
P=0.01* 
DF=9 
* Significant at P≤0.05 ** highly  s ignificant at  P≤0.01 *** very high 
s ignificant  at    P≤0.001   
T able no 12 shows  that  association between infert ile males ’ level of 
percept ion and their demographic variables  .More educated, who complet ed 
secondary level (49) and higher secondary (54), more infert ile p eriod that is 
5-8yrs and more years  of t reat ment  (4years) are   s ignificant ly associat ed with 
level of p erception. Association between demographic and variables  level of 
percept ion was  analyzed by us ing Pearson chi-square t est.  
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Table 13: Association between level  o f acceptance and  demographic 
variables 
Level of acceptance 
Regular Less irregular 
Moderate  
irregular 
Highly  
irregular 
 
 
n % n % n % n % 
Total Pearson  
chi square 
20 -25 yrs 0 0.0% 2 66.7% 1 33.3% 0 0.0% 3 
26 -30 yrs 3 6.8% 15 34.1% 25 56.8% 1 2.3% 44 
31 -35 yrs 3 4.9% 32 52.5% 25 41.0% 1 1.6% 61 
Age 
  
  
  
36 -40 yrs 4 9.5% 20 47.6% 14 33.3% 4 9.5% 42 
χ2=10.67  
P=0.29 
DF=9 
No formal 
education 0 0.0% 5 38.5% 7 53.8% 1 7.7% 13 
Primary 3 6.1% 23 46.9% 22 44.9% 1 2.0% 49 
Secondary 2 3.7% 26 48.1% 22 40.7% 4 7.4% 54 
Education 
  
  
  
Higher 
secondary 5 14.7% 15 44.1% 14 41.2% 0 0.0% 34 
χ2=9.46 
P=0.39 
DF=9 
Unemployed 0 0.0% 7 53.8% 6 46.2% 0 0.0% 13 Occupation 
  Employed 10 7.3% 62 45.3% 59 43.1% 6 4.4% 137 
χ2=1.73  
P=0.63 
DF=3 
Rs.1000 -
2000 0 0.0% 6 31.6% 10 52.6% 3 15.8% 19 
Rs.2001 -
3000 0 0.0% 7 50.0% 7 50.0% 0 0.0% 14 
Rs.3001 -
4000 0 0.0% 20 57.1% 14 40.0% 1 2.9% 35 
Monthly 
Income 
  
  
  
>Rs.4000 10 12.2% 36 43.9% 34 41.5% 2 2.4% 82 
χ2=18.67  
P=0.03* 
DF=9 
Nuclear 
family 4 6.1% 32 48.5% 27 40.9% 3 4.5% 66 
Type of 
family 
  Joint family 6 7.1% 37 44.0% 38 45.2% 3 3.6% 84 
χ2=0.47 
P=0.97 
DF=3 
20 -25 yrs 2 4.8% 16 38.1% 21 50.0% 3 7.1% 42 
26 -30 yrs 3 3.8% 39 49.4% 34 43.0% 3 3.8% 79 
31 -35 yrs 2 8.0% 13 52.0% 10 40.0% 0 0.0% 25 
Age at 
marriage 
  
  
  36 -40 yrs 3 75.0% 1 25.0% 0 0.0% 0 0.0% 4 
χ2=35.06 
P=0.001*** 
DF=9 
 63 
Level of acceptance 
Regular Less irregular 
Moderate  
irregular 
Highly  
irregular 
 
 
n % n % n % n % 
Total Pearson  
chi square 
2 -4 yrs 10 14.1% 32 45.1% 28 39.4% 1 1.4% 71 
5 -8 yrs 0 0.0% 19 54.3% 16 45.7% 0 0.0% 35 
9 -12 yrs 0 0.0% 10 47.6% 11 52.4% 0 0.0% 21 
Period of 
Infertility 
  
  
  >12 yrs 0 0.0% 8 34.8% 10 43.5% 5 21.7% 23 
χ2=34.52 
P=0.001*** 
DF=9 
Smoking 4 6.3% 29 46.0% 26 41.3% 4 6.3% 63 
Alcohol 1 3.2% 11 35.5% 19 61.3% 0 0.0% 31 
Pan user 0 0.0% 1 50.0% 1 50.0% 0 0.0% 2 
Habits 
  
  
  
Drugs 5 9.3% 28 51.9% 19 35.2% 2 3.7% 54 
χ2=7.81 
P=0.55 
DF=9 
Yes 2 12.5% 4 25.0% 9 56.2% 1 6.3% 16 Use of 
contraceptives 
  
No 8 5.2% 65 49.3% 56 41.8% 5 3.7% 134 
χ2=3.54 
P=0.31 
DF=9 
2 yrs 0 0.0% 9 69.2% 4 30.8% 0 0.0% 13 
4 yrs 6 7.0% 36 41.9% 40 46.5% 4 4.7% 86 
6 yrs 2 6.1% 19 57.6% 11 33.3% 1 3.0% 33 
Years of 
Treatment 
  
  
  >6 yrs 2 11.1% 5 27.8% 10 55.6% 1 5.6% 18 
χ2=8.39 
P=0.50 
DF=9 
* Significant at P≤0.05 ** highly  s ignificant at  P≤0.01 *** very high 
s ignificant  at    P≤0.001   
T able no 13 shows  the association between infertile males ’ level of 
acceptance and t heir demographic variables. 
More income (>4000), more infert ile p eriod (2-4years) and late 
marriages  (31-35years ) are   s ignificantly  associated with level of acceptance. 
Associat ion between demographic variables  and level of accept ance was 
analyzed by us ing Pearson chi-square t est.  
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Figure-:4 Distribut ion o f demographic variable o f infertile men. 
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DEMOGRAPHIC VARIABLES
     The above diagram depicts t hat  among 150 subjects  40.7% were at  the age group of 31-35yrs , 36% of them comp leted 
secondary educat ion, 91.3% of t hem are employ ed, 54.7% of them earning more than Rs .4000 per month and 56% of t hem 
living in joint family. 
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Figure-: 5  Distribution o f demographic variable o f infertile  men 
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DEMOGRAPHIC VARIABLES 
 
The above picture reveals  that  52.7% of men were got married at t he age of 26-30years , majority (47.3%) of their 
infert ility  period is  2-4y ears , 42% of t hem are having t he habit  of smoking, 89.3% are not  us ing any  type of contraceptives 
and 57.3% of them are t aking t reat ment  for 4y ears . 
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Figure -:6  Distribution o f men with infertil ity  according to  the percep tions 
 
 
The above figure reveals t hat majority  of t he infert ile men (55%) have moderat e p erception, and some (30%) have 
mild p erception and only  6% of them have severe p erception. Among this  only  9% do not  exp erience p erception about 
infert ility. 
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Figure -:7  Distribution o f level  o f acceptance of t reatment  by infert ile  men 
 
 
The above diagram shows that  the infert ile males  level of accept ance. 6.7% of the infert ile males  are regular, 46% of 
them are less  irregular, 43.3% of them are moderat e irregular and 4% of them are highly irregular. 
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Figure: 8 : Association between level  o f perception and  educational  status 
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The above diagram interprets  that  t here is  a s ignificant  associat ion between education and level of percept ion. 
Majority of the men (59%) have got  secondary educat ion and exp erience moderat e level of percept ion.  
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Figure-:9 Association between level  o f perception and  years of t reatment  
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The above diagram int erprets  t hat  there is  a highly significant  associat ion between level of percept ion and period of 
infert ility. Majority of t he men (67%) have a moderat e perception in period of 5-8yrs  after diagnos ing infertility. Men wit h 
more years of infert ility are at risk for having severe percept ion.  
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Figure-:10 Association between level  o f perception and  years of t reatment  
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The above diagram int erprets  t hat t here is  s ignificant  associat ion between y ears  of treat ment  and level of p erception. 
Majority of t he men (61%) have moderat e level of p erception with 4 years  of t reat ment . Infertile men who are taking more 
years of treatment for many y ears  are prone to develop increas ing level of percept ion.  
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Figure-:11 Association between acceptance o f treatment  and  monthly income 
 
The above diagram int erprets  that  t here is  a s ignificant  associat ion between monthly income and acceptance of 
treat ment by infert ile men. Majority of the men (57%) who earns  Rs  3001-4000 are moderately  irregular in t aking treat ment 
which lead to being  highly irregular if they are not regular for t reat ment . 
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Figure-12: Association between acceptance o f treatment  and  age at  marriage 
 
The above diagram reveals  that  there is  a highly s ignificant  associat ion between acceptance of treat ment  by  male and 
their age at marriage. Majority of t he men (50%) are moderately irregular when t hey got married at t he age of 20-25years. If 
the age advances  they are less irregular in t heir nature. 
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Figure-13: Association between acceptance o f treatment  and  period o f infertility  
 
The above diagram depicts  that  t here is  a highly  s ignificant  associat ion between acceptance of t reat ment  and p eriod 
of infert ility. Majority of the men (52%) in period of infert ility between 9-12years having moderate irregularity in taking 
treat ment. If the p eriod becomes  advances t hey become highly irregular due to stress  and the long p eriod of taking t reat ment 
for their infert ility.  
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  CHAPTER – V 
5.0. DISCUSSION  
Infertility  is  cons idered as  a “ coup le p roblem,” because of which 
partner is  found t o be respons ible for the reproductive failure, both partners 
are implicated, and both must cont ribut e to its  remedy. Nevert heless , it is 
believed t hat  at least 50% of infert ility is caused by male factors, such as 
deficiencies  in sperm product ion and blockages  in t he sperm delivery  system. 
Sp ecifically, st at istics  show t hat  33% of p roblems  can be t raced directly  to 
male origins, 33% t o pure female-fact or infert ility and 33% are combination 
of male- and female-fact or infert ility. However, hist orically  more attention 
has  been focused on t reat ing female infert ility t han male factor problems. One 
reason for t his is  the number of specialists t hat practice reproduct ive 
medicine. T he American Society of Reproductive Medicine (ASRM) report ed 
that  in 2007, 65% of its  membership  was  made up of obst etricians  and 
gy necologists ,  whereas  less  t han 10% were urologists  or andrologists. 
Typically, male infertility treat ment has been circumvented rather than t reat ed 
direct ly. 
In general, a man’s react ion t o infert ility has  been viewed as t aking 
less  of an emotional t oll t han his  part ner’s. His  reaction t o his  own infertility 
is  oft en construed as  int erdependent  with his  p artner’s . T hus  if she is  coping 
well,  he will follow accordingly . However, if  she is  having a difficult  time, 
then his  emot ional st ability will be compromised. He is  often primarily 
delegat ed t o the role of hand-holder, in charge of providing support  for his 
partner during her grieving p rocess . Little room is  left  for dealing wit h his 
own feelings  of loss  and sadness . This  conforms  to society’s  gender 
exp ect at ions, in which men are not  given permission t o express  deep feelings 
of loss ; on the contrary, they  are encouraged t o suppress  emot ions . Thus, 
society and the medical profess ion combined, inadvert ently consp ire to ignore 
or underest imate the man’s  respons ibility and role in the infertility process . 
Although t here is  a p aucity of psychological st udies  that  examine male 
infert ility, they  do concur that  a s ignificant  proport ion of infert ile men do 
exp erience a myriad of psychological wounds. T hese can include 
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guilt,  shame, anger, and isolation, a sense of p ersonal failure, lowering of 
self-esteem, feelings  of inadequacy, change in self- and sexual self- image, 
and a loss  of sexual appetit e. Male also report  feeling sp ecific losses  when 
infert ile, such as loss  of genet ic cont inuity and pass ing on the family name, 
loss  of male sexual ident ity, loss  of t heir ability  to control their own lives, 
and loss  of their ability t o provide for their p art ners . T hen of course t here is 
the ant icip atory  and p erformance anxiety  t hat  is  more oft en t han not  present, 
when men must  produce a semen sample for analys is  or treat ment. One study 
found t hat  80% of 100 infert ile men report ed guilty  feelings, bot h about  their 
perceived inability to prove their manhood and to fulfill their partners’ des ires 
to have children (Schover et  al ,1992). Consequent ly, infert ile men can 
suffer from ep isodes  of depression, anxiety, sleep  dist urbances  and sexual 
difficult ies. Furthermore, their feelings  of inadequacy  have been shown to 
lead to detachment in the marriage, with breakdowns  in communicat ion and 
commitment. Secondary psychological disorders, such as  subst ance abuse and 
sexual dysfunction, are not uncommon occurrences. 
This  study was  an att empt to ident ify p erceptions  and acceptance of 
treat ment  by male infertility. As  the investigat or had evidenced many 
psychological,  phys iological and social problems  exp erienced by  these men 
with infert ility, it was p lanned t o t ake up such a study. Some of t he most 
common perceptions  were identified through t his st udy, which have been 
analyzed and int erpret ed. This  chapter deals  with a detailed discuss ion on t he 
st udy findings  int erpret ed from the stat ist ical analysis. The findings are 
discussed in relation to the object ives  of the study. 
The socio demographic charact erist ics  of the clients  att ending 
infert ility clinic are depicted in t able 2. It was observed that  higher proportion 
of men wit h infert ility  (41%) were within t he age group  of  31-35 y ears  of 
age, more of t hem (36%)  had completed their secondary  educat ion and 
majority(91%) of them were employed as  electricians , drivers  and work 
exposure is  related to hot  environment  and chemicals  which may be their 
preceding cause for t heir infert ility. Majority (56%) of t hem was  in a joint 
family  and more than half were (52%) married at  the age of 26-30years.  
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Regarding habits,  smoking (42%) was  the highest  among them and t here is no 
(89%) use of contraceptives  among men with infertility. Majority  of (47%) 
men were 2-4years  aft er diagnosed p eriod of infert ility and 57% t aking 
treat ment  for 4y ears . The socio demographic data of the respondents  reveal 
that  infert ility  is  more prevalent  among the middle aged men. Men who are 
emp loy ed are t hose who come out wit h their problems t o such infertility 
clinics. Even t hen they are not volunt arily coming for the invest igat ions  and 
treat ment  because t here is  lack of specialty  alone for men in Government 
setups  and even in privat e also. Also their working conditions  are an 
emot ional support for them and yet  they perceive lot of psychological and 
sociological perceptions  about  their infert ility and they could not able to 
come for regular t reat ment . 
(i ) The first  object ive o f the study was to  assess the percep tions 
experienced  by infertile men 
The men wit h the percept ions  were int erpret ed in t able 2 & 3. Infert ile 
males  are having more perception in t hese asp ects.  The phys iological 
percept ions  which they exp eriences  more are body  pain (23%), t ension 
headache (25%) and  feels  eas ily  fatigue (35%). The psychological 
percept ions  is  t he most  high p roportion when comp are t o other p erceptions 
that  are s leep disturbance (28%), curse from God (26%). T he sociological 
percept ions  are quarrel or fight  with your p art ner (15%), and psychological 
support from your family  (28%). Infert ile males  are having more perception 
in these asp ects. 
Jane Bainbridge and  Laura  Peron ace 2010  published the st udy of 
“ male infert ility and emotional wellbeing”.  This  st udy  focused on t he 
emot ional st at e of men short ly aft er t heir infertility was  diagnosed rat her than 
looking at it  during the course of treat ment. The study showed that social 
st ress, marit al stress , coping effort  and physical stress  all increased over t ime 
and mental health decreased. But  of most int erest  were that all the men, 
regardless of the reason for the infert ility, suffered equally. 
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The above ment ioned st udies  have all support ed t he ident ified 
percept ion level in the invest igat ion carried out. It  can hence be discussed in 
the cont ext  of t he study variable that  infert ility is  mult idimensional in its 
occurrence. The percept ion score for phys iological p erception is 48.3%, 
psychological p erception is  52.8% and sociological p erception is  49.3%. T he 
overall percept ion score is  50.8%. Hence t he investigator concludes  t hat 
infert ile men are having maximum perception in psychological perception 
(52.8%) and minimum p erception in p hysiological perception (48.3%). T able 
no.6 shows  the infert ile males  level of perception.  9.3% of the infert ile males 
having no p erception, 30% of t hem having mild perception, 54.7% of t hem 
having moderat e p erception and 6% of them having severe perception. 
(ii )The second  object ive o f the study was to  assess the acceptance o f 
t reatment  by infertile men 
Infertile males  are having more acceptance in these aspects : regular to 
the treatment (37.3%), t ake break wit h one treatment option and then cont inue 
with other (32.7%), encouraged by  your family members  (12.7%). T able 9 
shows each domain wise p ercent age of accept ances  among infert ile males.  
They are having maximum acceptance in t aking a break (50.3%) and 
minimum score in paralleling (45.7%).  Table no.10 shows  t he infertile males 
level of acceptance. 6.7% of the infert ile males  are regular, 46% of them are 
less  irregular, 43.3% of t hem are moderat e irregular and 4% of them are 
highly irregular. 
In the year 1992 Blenner conduct ed in-depth int erviews of 25 infert ile 
couples  covering the full range of infert ility  etiologies  and treat ments  were 
conducted in this  qualitat ive st udy. Profess ional comp etence, sensit ivity  and 
environment al comfort act ed as mediators increas ing or decreas ing treatment 
st ress. In addit ion, couples  individually or collect ively act ion or ment al 
st rat egies  t o mit igat e stress . High stress , lack of hope, and frust rations  led to 
contemp lat ion of t erminat ing t reat ment . 
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(iii )The third ob jective of the study was to  find  out  the association 
between perceptions and  selected demographic variables. 
T able no 12 shows  that  association between infert ile males ’ level of 
percept ion and t heir demographic variables.More educat ed, who are 
complet ed secondary level (49) and higher secondary  (54), more infert ile 
period t hat  is 5-8yrs and more years of treat ment (4y ears ) are   s ignificant ly 
associat ed with level of p erception. Hence the hypothes is one was accepted. 
Chaise & Limst , 2000  USA had conduct ed a case control study on 
“factors  associat ed with male infertility” in 218 infert ile and 240 fert ile men. 
The s ignificant  fact ors  p redict ing infert ility were smoking, dens ity  of sp erm, 
and viability  of sperm. Smoking increased t he odds  of being infert ile. Higher 
sperm counts  and larger percentage of viable sperm decreases  the odds of 
infert ility, dens ity of sp erm and the viability of sp erm are s ignificant 
predictors for infertility among men. 
Olivia .A & Spira .A 2001 , U.K.  Had conducted a study on 
“ contribution of environment al factors  t o the risk of male infertility” was 
conducted wit h 225 male p artners. Emotional factors  may  negat ively  affect 
male infertility. The more obvious  effect  of the emotional st ress  in infertility 
places  on male is t he occurrence of impot ence. Infert ility is  frequent ly 
perceived by  the coup le as  an emot ional strain, and counselling may  p rove 
helpful.  
Li Y, Lin H et al ., 2010  conducted a study  on “ Associat ion between 
socio-psycho-behavioral fact ors  and male semen quality”. These results 
indicat ed that  healt h programs focus ing on lifestyle and psy chological health 
would be helpful for male reproduct ive health.  
(iv) The fourth object ive o f the study was to  find out  the associa tion 
between acceptance of t reatment  by infertile men and selected  
demographic variables. 
T able no 13 shows  the association between infertile males ’ level of 
acceptance and t heir demographic variables . More income (>4000), more 
infert ile period (2-4years) and lat e marriages (31-35y ears ) are   s ignificant ly 
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associat ed with level of acceptance. Hence the hypothes is two was  accepted. 
Dyer et  al ., (2004) had done a st udy  on “ Exp eriences , reproduct ive 
health knowledge, and t reat ment  seeking behavior among men suffering from 
couple infert ility  in Sout h Africa”. T he study  exp lores  reproduct ive health 
knowledge, treat ment  seeking behavior and experience relat ed to involuntary 
childless  in men suffering from couple infertility. They concluded that t he 
findings  will improve our underst anding of reproduct ive healt h needs  of men 
suffering from couple infertility in Africa. This  underst anding is  essential for 
effect ive int egration of male p artners in t o modern infert ility management.  
The investigator findings  were s imilar t o these study findings  as  they 
also proved t hat t here exists  a relation between select ed demographic 
variables  and perceptions  and acceptance of t reat ment  by  males . The above 
ment ioned studies  serve as  evidence t hat  select ed p erceptions  and acceptance 
are related either directly or indirectly t o infert ility. 
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CHAPTER – VI 
6.0 SUMMARY, CONCLUSION AND 
RECOMMENDATIONS 
6 .1   S UMMARY 
In this  chapter, the summary of the study, conclus ion, t he implication 
to nurs ing p ract ice and t he recommendat ion for the further study were 
present ed. Infert ility is  becoming more and more an increas ing issue in 
current scenario.  In general,  t he man’s  reaction t o infertility has been viewed 
as  t aking less  of an emot ional t oll than his  p art ner’s. His  react ion to his  own 
infert ility  is  oft en construed as  interdep endent  with his  p artner’s . Thus  if she 
is  cop ing well,  he will follow accordingly. However, if  she is  having a 
difficult  t ime, then his emotional st ability will be compromised. He is  oft en 
primarily delegat ed to the role of hand-holder, in charge of providing support 
for his p art ner during her grieving process . Litt le room is  left for dealing with 
his own feelings  of loss  and sadness. This  conforms  to society’s  gender 
exp ect at ions, in which men are not  given permission t o express  deep feelings 
of loss ; on the contrary, they  are encouraged t o suppress  emot ions . Thus, 
society  and t he medical profess ion combined inadvert ent ly  conspire t o ignore 
or underest imate the man’s  respons ibility and role in the infertility process . 
The current st udy is  aimed to “Assess  the perception and accept ance of 
treat ment  for impaired fert ility  among males  att ending Infertility Clinic at 
IOG, Chennai-8”. 
The main ob jectives o f the study were 
1) Assess t he perception exp erienced by infertile men. 
2) Assess t he acceptance of t reat ment  by infert ile men. 
3) Find out t he associat ion between percept ions and select ed demographic 
variables. 
4) Find out  the association between acceptance of treat ment  by  infert ile 
men and select ed demographic variables. 
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The data was  collect ed in a p eriod of four weeks  during 29 th  August 
2011 to 29th  September 2011. One hundred and fifty samples  were selected by 
convenient  sampling technique and structured int erview schedule was  used to 
collect  dat a. T he st at istical analys is  was  done us ing p ercent age, mean, 
st andard deviat ion and Pearson Chi-Square t ests . T he findings  were discussed 
based on the object ives  of the study. 
6 .2   MAJOR FINDINGS  OF THE S TUDY 
FINDINGS RELATED TO THEIR PERCEPTIONS  
Physiological Percept ions 
1) Majority of the subjects  (65%) feel eas ily fat igue. 
2) Majority of t he subjects (59%) exp erience body  pain and t ension 
headache. 
3) Majority of t he subjects  (48%) feels  that  t hey have reduced their 
weight. 
4) Majority of the subjects  (46%) has  same sexual des ire as before t he 
diagnos is of infert ility. 
Psychological  Percep tions 
1) Majority of the subjects  (61%) has s leep dist urbance, feels t hat 
infert ility is  curse from God and has  sat isfact ion in their sexual life. 
2) Majority of the subjects  (59%) worried about  their future. 
3) Majority of the subjects  (58%) get psychological support  from their 
partner. 
4) Majority of the subjects  (57%) felt guilty about not  giving birth yet.  
Sociological Percept ions 
1) Majority of the subjects  (59%) receive psychological support  from 
their family members . 
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2) Majority of the subjects  (57%) feel that  t hey  have been t reated with 
resp ect.  
3) Majority of the subjects  (56%) have accepted that  their neighbours  and 
relat ives  are vis iting their house. 
4) Majority of the subjects (50%) have restrict ed their pleasure t rips  due 
to this  problem.  
Hence they have maximum score in psychological (53%) and minimum 
score in phys iological perceptions (48%).  
FINDINGS  RELATED TO ACCEPTANCE OF TREATMENT 
Sequential  
1) Majority f t he subjects (73%) have been regular to t heir t reat ment . 
2) Majority of the subjects  (46%) felt t hat duration of t he treatment made 
them t o exhaust before cons idering another treat ment. 
3) Majority of the subjects  (45%) have exhaust ed with one option before 
cons idering another type of treatment. 
Back  Track ing  
1) Majority of t he subjects  (51%) have encouraged by t heir family 
member to retry t he treat ment wit h new phys ician. 
2) Majority of t he subjects  (50%) have felt  ret rying the treatment with 
new physician gives sat is fact ion for t heir infertility treatment. 
3) Majority of the subjects  (49%) retried t he t reat ment  wit h t he same 
phys ician. 
Taking  a  Break  
1) Majority of t he subjects  (67%) took break with one treatment  option 
and t hen cont inued with same treatment. 
 83 
2) Majority of the subjects  (48%) had the idea of adopting t he baby. 
3) Majority of the subjects (46%) withdrew from their treatment before completion, 
broke with one treatment option then continued with other treatment, took break 
with one treatment option and then continued with same treatment. 
Getting  Stuck  
1) Majority of the subjects  (49%) felt  that  cost  of t he t reatment made 
them t o wit hdraw from the treatment. 
2) Majority of t he subjects  (46%) felt  that  the durat ion and causes  of 
infert ility made them t o withdraw from the t reat ment . 
3) Majority of t he subjects  (44%) felt t hat failure of t he treat ment  and 
investigations of the t reat ment  made t hem to withdraw and stuck with 
the treatment.  
Paralleling  
1) Majority of t he subjects  (47%) tried wit h t reat ment  s imult aneous ly 
with another physician. 
2) Majority of the subjects  (46%) t hought  taking multip le treatment 
opt ions help them t o conceive and tried mult iple t reat ment  options 
s imult aneous ly. 
3) Majority of the subjects  (45%) have t ried with ot her treat ment  regimen 
such as  Siddha or Ayurvedha and t ried one t reatment  option 
s imult aneous ly with any other methods  of treat ment. 
Hence t hey  have maximum acceptance in t aking a break (50%) and 
minimum acceptance in paralleling (45.7%). 
ASSOCIATION BETWEEN PERCEPTIONS  AND S ELECTED 
DEMOGRAPHIC VARIABLES  
Men with infert ility were at  prone for developing percept ions in t he 
aspect of physiological, psychological and sociological aspects. 
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Majority of the subjects  (36%) had secondary  education, 47% of t hem 
are in between 2-4years  of infert ility p eriod and 57% of t hem are t aking 
4y ears  of t reatment  for infert ility that  is  more educated, more infert ile period 
and more y ears  of treat ment  are s ignificant ly  associat ed wit h level of 
percept ion. 
ASSOCIATION BETWEEN ACCEPTANCE OF TREATMENT 
AND S ELECTED DEMO GRAPHIC VARIABLES  
Acceptance of t reatment  is  s ignificant ly  associat ed wit h male 
infert ility. 
Men with monthly income of Rs.1000-2000 were highly  irregular 
(16%) and moderat e irregular (53%), age at  marriage between 20-25yrs  had 
highly  irregular (7.1%) and moderat e irregular (50%) and the p eriod of 
infert ility  above 12 years were highly irregular (21.7%) and between 9-12 
years p eriod of infertility men had moderat e irregular (52.4%) in acceptance 
of t reat ment . 
6 .3 CONCLUS ION  
Assess ing how well a person or couple is  cop ing wit h infert ility is an 
essent ial p art  of the domain of nurs ing, and helping p eople t o cop e with 
emot ional and psychosocial asp ects  of infertility. Infertility is  a life cris is 
with invisible loss  and its  consequences  are manifold. Childless  women have 
exp erienced st igma and isolat ion. Infertility  can t hreaten a woman’s  ident ity, 
st atus  and economic security  and consequent ly, be a major source of anxiety 
leading to lowered self est eem and a sense of unworthiness . Although 
percept ions of men’s role and attitudes may be shift ing, part icularly in t he 
upper and middle classes, bearing a child st ill remains  an important  factor in 
the socio-economic well being of t he most Indian Men. 
The st udy  concluded t hat  t here is  a moderat e pos it ive relationship 
between perception and acceptance of t reat ment  by impaired male fert ility. 
They  were s ignificant ly  associat ed with certain demographic variables . More 
educat ed, p eriod of infert ility  and more years  of t reat ment  are s ignificant ly 
associat ed with level of p erception whereas  more income, p eriod of 
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infert ility  and age at  marriage are s ignificant ly  associat ed wit h level of 
acceptance. 
6 .4   IMPLICATIONS    
The findings  of the study are related to t he nurs ing fields. T he 
imp licat ions  of t his  study could be discussed in 4 areas  namely  nursing 
practice, nursing administ ration, nurs ing education and nurs ing research. 
NURS ING PRACTICE 
 As members  of healt h care profess ional, nurses  must  equip  themselves 
with adequate underst anding of the clients  with stress , exp ectat ions  and 
coming from various  socio economic backgrounds. 
 Nurses  are accountable in providing a quality  and holist ic pat ient  care. 
This  is achieved only if nurses have t aken keen int erest in ident ifying 
the various  areas  of st ress which affect t heir healt h.  
 The findings  of the st udy  can be used by nurse to improve t he phys ical 
and ment al healt h of the infert ile men. T his  finding will also help 
nurses in counseling t he couples  in the outpat ient  depart ment. 
NURS ING ADMINIS TRATION 
 The findings  of the study could be utiliz ed as  a bas is  for the nurse 
administ rators  in planning for necessary int ervent ions  in minimizing 
the p erceptions . Thus  it  would enable every  member of t he 
organizat ion t o provide a quality care for the infert ile clients. 
 Nurse administrators  can start  training volunt eers  and in-service 
educat ion for the st aff so t hat  t hey  can provide sp ecialized care for t he 
infert ile clients and their families . 
 Nurse administ rat ors  can start guidance and counselling centres 
attached t o hosp itals  aris ing to help infertile coup les. 
 Nurse administ rators should provide the necessary phys ical facilities  in 
the infert ility clinics  for examining, counselling and teaching infert ile 
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men on various t reat ment  met hods. 
 Good supervisory  arrangement  is  necessary  to ensure that  t he 
practicing nurses  are effect ively implement ing the educat ional 
programmes  and also ensure that  t he infert ile men are effect ively 
t aking t reat ment . 
NURS ING EDUCATION 
The findings  could be served as  a guideline for the nurse educators  to 
plan in service educat ion programmes on  
 Treat ment modalities   
 Counselling programmes  
 Int ervent ions t o improve t he quality of life of infertile clients  and t he 
facilities  to be available in community organiz ations .  
 This  informat ion will help t he nurses  t o minimize t he perceptions 
which affect the infert ile men. 
NURS ING RES EARCH 
    The essence of research is  to build knowledge in nurs ing as  it  is  an 
evolving profession.  
 The effect iveness of the studies in the research field is verified by its 
ability to be pract iced by the nurses  in t he clinical settings.  
 The findings  of the study will help  the profess ional nurses  and nursing 
st udents  to develop inquiry by procuring a base.  
 This  st udy  helps t he nurse researcher to develop  ins ight  to assess  t he 
percept ions and acceptance of t reat ment  by infert ile men. 
6 .5   RECOMMENDATIONS  OF THE FURTHER S TUDY 
 On the bas is of the study, the following recommendat ions  are made for 
furt her study. 
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 A s imilar study  can be done on a larger samp le for broader 
generalizat ion. 
 A s imilar study can be done to ident ify t he perceived perceptions 
affect ing the spouse of the infertile men. 
 A comparat ive study can be done t o find out t he percept ions among 
infert ile women wit h primary and secondary infert ility. 
 A study can be done t o assess  the st ress  and t he cop ing mechanism of 
infert ile couples . 
 A longitudinal study  can be done including t he quality life of infert ile 
men. 
 A st udy  can be done to assess  t he stress  of infert ile men and women 
undergoing different t reat ment  modalit ies. 
 An int ervent ional study t o identify  the effect iveness  of meditat ion in 
reducing stress  among infert ile couples . 
MERITS  OF THE S TUDY 
1) The present  study  ident ified the relat ionship between t he p erceptions 
and acceptance of treat ment by imp aired male fertility. 
2) Studies assessing perceptions and acceptance in our set-up is quiet rare. 
3) Questionnaire on male infertility suits  our culture. 
6 .6   LIMITATIONS  
1) The study was restricted t o a short  durat ion. 
2) The findings cannot be generaliz ed because of small samp les.  
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Part -I 
DEMOGRAPHIC PROFILE 
     Structured Questionnaire Schedule to assess the demographic variables 
like Age, Education and Occupation…etc.  
1. Age  
a) 20 – 25 yrs         
b) 26 – 30 Yrs         
c) 31 – 35 Yrs         
d) 36 – 40 Yrs          
2. Education 
 a) No formal education         
 b) Primary         
 c) Secondary        
 d) Higher secondary 
           e) Graduate/post graduate 
3. Occupation regarding 
 a) Employed 
           b) Unemployed 
                If yes, specify the nature of employment 
4. Income Monthly 
 a) 1000-2000         
 b) 2001-3000         
 c) 3001-4,000 
 d) >4,000           
 
 
5. Type of family 
    a) Nuclear family         
    b) Joint family         
    c) Extended family         
6.  Age at marriage 
a)  20-25yrs 
b) 26-30yrs 
c) 31-35yrs 
d) 36-40yrs 
7. Period of infertility 
    a) 2 – 4 Yrs          
    b) 5 – 8 Yrs          
    c) 9 – 12 Yrs         
    d) > 12 Yrs  
       
8.  Any habit of  
a) smoking 
b) alcohol 
c) Pan users 
d) Drugs 
9. Use of contraceptives 
     a) Yes 
     b) No           
 
10. Years of treatment taken for infertility 
     a) 2yrs          
     b) 4yrs 
     c) 6yrs 
     d)>6yrs       
 
 
 
 
PART II 
SECTION – A 
PHYS IOLOGIC AL PERCEPTIONS  RELATED TO INFERTILITY 
If Yes S.No PERCEPTIONS  No 
Rarely  occasionally  Always 
1 Do you have less appetite?     
2 Do you feel that you have reduced your 
weight? 
    
3 Do you suffer from body pain? (back 
ache, chest pain) 
    
4 Do you have tension head ache?     
5 Do you feel easily  fatigue?     
6 Do you suffer from any problem of ulcer? 
(gastric) 
    
7 Do you have same sexual desire as 
before? 
    
 
 
 
 
 
 
 
 
 
 
S ECTION-B 
PS YCHOLOGICAL PERCEPTIONS  RELATED TO INFERTILITY 
If Yes S.No PERCEPTIONS  No 
Rarely  occasionally  Always 
1 Do you get angry very often?     
2 Do you feel less interest in life?     
3 Do you have sleep disturbance?     
4 Do you have concentration problem at 
work? 
    
5 Do you feel guilty  about not giving birth 
yet? 
    
6 Are you worried about your future?     
7 Do you have crying spells?     
8 Are you frustrated in your life?     
9 Do you feel worthless of yourself at any 
time? 
    
10 Do you feel loneliness?     
11 Are you having problem in decision 
making? 
    
12 Do you feel it is curse from God?     
13 Do you lose your temper often?     
14 Are you satisfied in sexual relationship 
with your partner? 
    
15 Do you get psychological support from 
your partner? 
    
 
 
S ECTION-C 
SOCIOLOGICAL PERC EPTIONS  RELATED TO INFERTILITY 
If Yes S.No Perceptions  No 
Rarely  occasionally  Always 
1 Do you join in family function as 
before? 
    
2 Do you face any problems with in 
laws(ill treatment) ? 
    
3 Do you quarrel or fight with your 
partner regarding this issue? 
    
4 Do you receive psychological support 
from your family? 
    
5 Does your partner extend support 
financially? 
    
6 Do you receive financial support from 
your family members for treatment? 
    
7 Are you treated with respect by your 
colleague/relatives and family members 
in the house? 
    
8 Are your relatives and neighbors visiting 
your house as usual? 
    
9 Have you restricted your pleasure trips 
due to this problem? 
    
 
 
 
 
 
 Part- III 
S tructured Questionnaire S chedule for assessing the acceptance of Treatment by infertile 
men. 
             
S.No 
 Most 
of 
the 
time 
S ometime  Rarely  Never  
 
1 
Sequential tracking  
Have you been regular to the treatment advised 
by the physician for your infertility? 
    
2 Did you exhaust with one option before 
considering another type of treatment? 
    
3 Did you exhaust with one option before 
completing the treatment? 
    
4 Do you feel that duration of the treatment made 
you to exhaust with one treatment before 
considering other treatment? 
    
5 Do you feel that failure of the treatment made 
you to exhaust with one treatment before 
considering another kind of treatment? 
    
 
6 
Back tracking 
Did you retry  the treatment with new 
physician? 
    
7 Did you retry  the treatment with the same 
physician? 
    
8 Have you felt retrying the treatment with new 
physician gives satisfaction for the infertility  
treatment? 
    
9 Have you been encouraged by your family 
member to retry  the treatment with new 
physician? 
    
10 Have you been encouraged by your spouse to 
retry  the treatment with same physician? 
    
 Taking a break 
Did you take break for a while and then 
    
11 continue with the treatment? 
12 Did you withdraw from the treatment before 
completion? 
    
13 Did you break with one treatment option then 
continue with other treatment? 
    
14 Did you take break with one treatment option 
and then continue with same treatment? 
    
15 Did you have the idea of adopting the baby?     
 
16 
Getting stuck 
Did the failure of the treatment made you to 
withdraw from the treatment? 
    
17 Did the cost of the treatment made you to 
withdraw from the treatment? 
    
18 Did the investigations of the treatment made 
you to struck with the treatment? 
    
19 Have you felt the duration of infertility  made 
you to withdraw from the treatment? 
    
20 Do you feel that causes of the infertility  made 
you to withdraw from the treatment? 
    
 
21 
 
Paralleling  
Do you try with multiple treatment options 
simultaneously? 
    
22 Do you try with other treatment regimen such 
as Siddha or Ayurvedha? 
    
23 Have you thought taking multiple options help 
you to conceive? 
    
24 Do you try one treatment option simultaneously 
with any other methods of treatment? 
    
25 Do you try with treatment simultaneously with 
any other physician? 
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ne®Kf fhzš got« 
gFâ-1 
òŸË Étu MŒî 
1) taJ (tUl§fËš) 
m) 20-25  
M) 26-30    
ï) 31-35  
<) 36-40  
2) fšÉ¤ jFâ 
m) gŸË nruh¡ fšÉ  
M) Mu«g¡ fšÉ    
ï) eLÃiy¡ fšÉ  
<) ca®Ãiy¡ fšÉ  
3) gÂÆ‹ Ãiy 
m) gÂòÇgt®  
M) gÂòÇahjt®    
ï) gÂòÇgtÇ‹ gÂÆ‹ Étu«  
4) khj tUkhd« 
m) %.1000- 2000  
M) %.2001 - 3000    
ï) %.3001 - 4000  
<) %.4000¡F nkš  
5) FL«g tif 
m) jÅ¡FL«g«  
M) T£L¡FL«g«    
ï) ïizªj FL«g«  
 2
6) âUkz¤â‹nghJ taJ (tUl§fËš) 
m) 20-25  
M) 26-30    
ï) 31-35  
<) 36-40  
7) ky£L¤j‹ikÆ‹ tUl§fŸ 
m) 2 - 4  
M) 5 - 8    
ï) 9 - 12  
<) 12 tUl§fS¡F nkš  
8) gH¡f« 
m) áfbu£ ão¥gJ  
M) kJ mUªJtJ    
ï) gh‹guh¡ nghLtJ  
<) kUªJfŸ c£bfhŸtJ  
9) fU¤jil rhjid cgnahf« 
m) M«  
M) ïšiy    
10) v¤jid fhy tUlkhf c§fŸ ky£L¤j‹ik¡F á»¢ir 
vL¤J¡ bfh©O®fŸ? 
m) 2 tUl«  
M) 6 tUl«    
ï) 4 tUl«  
<) 6 tUl§fS¡F nkš  
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gFâ-2 
ãÇî- m 
ky£L¤j‹ik rh®ªj cl‰braÈš ãu¢ridfŸ 
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1.  c§fS¡F gáÆ‹ik cŸsjh?     
2.  c§fŸ vil FiwªJÉ£ljhf 
cz®»Ö®fsh? 
    
3.  cl«ò tÈ V‰gLtJ©lh? (KJF 
tÈ, beŠRtÈ) 
    
4.  kd mG¤j¤jhš V‰gL« 
jiytÈahš mtâ¥gL»Ö®fsh? 
    
5.  cl‰nrh®î V‰gLtJ©lh?     
6.  tÆ‰W¥ò© m¿F¿ cŸsjh?     
7.  clYwÉš eh£l« FiwªJ 
ïU¥gjhf cz®»Ö®fsh? 
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ãÇî-M 
ky£L¤j‹ik rh®ªj kdÉaš ãu¢ridfŸ 
M« vÅš 
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1. ïªj¥ ãu¢ridfS¡fhf mo¡fo 
nfhg¥gLtJ©lh? 
    
2. thœ¡ifÆš ÉU¥g« FiwªJŸsjh?     
3. ö¡f« bjhl®ghd ãu¢rid 
V‰gLtJ©lh? 
    
4. c§fŸ m‹whl ntiyfËš ftd« 
brY¤JtJ fodkhf cŸsjh? 
    
5. vâ®fhy¤ij F¿¤J ftid 
bfhŸ»Ö®fsh? 
    
6. ï‹D« FHªij bgwhkš ïU¥gJ 
F¿¤j F‰w cz®î c©lh? 
    
7. ïªj¥ ãu¢ridia Ãid¤J 
mGtJ©lh? 
    
8. thœ¡ifÆš nrh®î mo¡fo 
V‰gLtJ©lh? 
    
9. eh‹ ãunah#d« ïšyhjtŸ v‹W 
cz®»Ö®fsh? 
    
10. Ú§fŸ jÅikahf Él¥g£lJnghy 
v¥nghjhtJ Ãid¤jJ©lh? 
    
11. ïªj¥ ãu¢ridfË‹ fhuzkhf vªj 
xU ãu¢rid¡F« rÇahd Ô®î vL¡f 
Koahkš ïU¡»Ö®fsh? 
    
12. flîË‹ rhgnkh v‹W fUJtJ©lh?     
13. Ó¡»ukhf btW¥ò mšyJ nfhg¥g£L 
ÉL»Ö®fsh? 
    
14. c§fŸ jh«g¤a cwÉš âU¥âahf 
cŸç®fsh? 
    
15. c§fŸ thœ¡if¤JizÆl« ïUªJ 
MWjyhd th®¤ijfŸ c©lh? 
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ãÇî-ï 
ky£L¤j‹ik rh®ªj rKjha ãu¢ridfŸ 
M« vÅš 
t.  
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1.  FL«g ÉHh¡fËš fyªJbfhŸtj‰F 
ja¡fkhf cŸsjh? 
    
2.  khkdh®, khÄah® c§fis 
ò©gL¤J«goahf ngáaJ©lh? 
    
3.  ïªj¥ ãu¢ridÆš ÃÄ¤j« c§fŸ 
ïUtU¡F« r©il V‰gL»wjh? 
    
4.  c§fŸ kidÉ c§fS¡F MWjyhŒ 
ngRth®fsh? 
    
5.  kU¤Jt¤ njitfS¡F c§fŸ 
kidÉ gz cjÉ brŒ»whuh? 
    
6.  FL«g eg®fËl« ïUªJ kU¤Jt 
njit¡F gz cjÉ »il¡»wjh? 
    
7.  c§fŸ FL«g¤âd®, e©g®fŸ k‰W« 
cwÉd®fshš v¥nghJ« nghš 
kâ¥ãL»wh®fsh? 
    
8.  v¥nghJ«nghš cwÉd® k‰W« 
e©g®fŸ c§fŸ å£o‰F tªJ 
brš»‹wh®fsh? 
    
9.  ïªj¥ ãu¢ridÆdhš cšyhr¥ 
gaz§fis Fiw¤J¡bfh©L 
ïU¡»Ö®fsh? 
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1.  c§fSila ky£L¤j‹ik¡F 
kU¤JtÇ‹ Mnyhrid¥go bjhl®ªJ 
á»¢ir vL¤J¡bfhŸ»Ö®fsh? 
    
2.  jhŒik miltj‰fhd tÊfËš 
x‹¿š ïUªJ k‰bwh‹W¡F nghF« 
K‹ kd« js®ªJ ÉL»Ö®fsh? 
    
3.  jhŒik miltj‰fhd tÊÆš á»¢ir 
bgW«nghJ mªj á»¢ir ÃiwîbgW« 
K‹ js®¢á mil»Ö®fsh? 
    
4.  kuò tÊia¥ g‰¿ áªâ¡fhkš á»¢ir 
jtwhdj‰F ïâš x‹iw¤ 
nj®ªbjL¤jJjh‹ fhuz« v‹W 
cz®»Ö®fsh? 
    
5.  kuò tÊia g‰¿ áªâ¡fhkš 
á»¢ir¡F¿a fhy« ïâš VnjD« xU 
á»¢iria kh‰¿¡bfhŸs cjÉajh? 
    
6.  ïªj á»¢ir ntW òâa kU¤Jt® 
_y« nk‰bfhŸs ÉU«ò»Ö®fsh? 
    
7.  mnj kU¤Jt® _y« k£Lnk bjhlu 
ÉU«ò»Ö®fsh? 
    
8.  fUîwhik¡F òâa kU¤Jt® _y« 
Ú§fŸ vL¤Jbfh©l á»¢ir 
c§fS¡F¤ âU¥âaË¡»wjh? 
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9.  òâa kU¤JtÇl« á»¢iria¥ 
bgWtij c§fŸ kidÉ 
C¡FÉ¡»wh®fsh? 
    
10.  mnj kU¤JtÇl« á»¢ir bgWtij 
c§fŸ FL«g¤jh® C¡FÉ¡»wh®fsh? 
    
11.  Ú©l ïilbtËÉ£L á»¢iria¤ 
bjhl®»Ö®fsh? 
    
12.  á»¢ir Kotilí« K‹ ïilÆš 
ÃW¤âÉ£O®fsh? 
    
13.  Kjš á»¢iria ÃW¤âÉ£L Û©L« 
mnj á»¢iria¤ bjhl®»Ö®fsh? 
    
14.  Kjš á»¢iria ïilÆš ÃW¤âÉ£L 
Û©L« mnj á»¢iria 
bjhl®»Ö®fsh? 
    
15.  bghU¤jkhd Kiwia 
nk‰bfhŸsÉšiy v‹gij Û©L« 
mnj á»¢iria bjhl®»Ö®fsh? 
    
16.  á»¢ir njhšÉ milªjjhš 
mâÈUªJ ÉLgl¢ brŒjjh? 
    
17.  á»¢ir¡F¿a bryî mâfkhdjhš 
mâÈUªJ ÉLgl¢ brŒjjh? 
    
18.  á»¢irÆš V‰g£l f©Lão¥òfshš 
á»¢irÆš jil V‰g£ljh? 
    
19.  fUîwhik¡FÇa fhy¡bfL 
c§fS¡F á»¢iria bjhlu 
Koahkš brŒjjh? 
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20. fUîwhik¡FÇa fhuz§fŸ 
c§fS¡F á»¢iria¤ bjhlu 
KoahJ v‹w cz®î V‰gL»wjh? 
    
21.  mâfkhd á»¢irfis xnu neu¤âš 
nk‰bfh©O®fsh? 
    
22. á¤j Mí®ntj« ngh‹w kh‰W 
á»¢irfis Ka‰á brŒÔ®fsh? 
    
23. Ú§fŸ nk‰bfh©l mâf¥goahd 
KiwfŸ Ú§fŸ Ú§fŸ fU¤jÇ¡f 
cjÉajh? 
    
24. xnu á»¢iria mnj neu¤âš ntW 
Éjkhd á»¢ir KiwÆš 
nk‰bfh©O®fsh? 
    
25. xnu á»¢iria mnj neu¤âš ntW 
kU¤Jt® _y« nk‰bfh©O®fsh? 
    
 
